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Abstract
Stigma is a major barrier to mental health service utilization and treatment adherence. Effective
anti-stigma interventions have been identified using predominantly Caucasian research subjects.
Participation in research studies by other racial and ethnic groups has been limited. This pilot
study examined the external reliability of Wood and Wahl’s (2006) study, which examined the
effectiveness of an anti-stigma program, In Our Own Voice (IOOV), by the National Alliance on
Mental Illness (NAMI) among predominantly Caucasian undergraduate students. An older
Korean ESOL group in a Korean community center in New York City (N = 20) served as the
participants in this study and attended either a culturally adapted older version (N = 8) or a
culturally adapted updated version (N = 12) of the IOOV program. Participants completed four
pre-test measures of knowledge and attitudes that targeted public stigma and repeated the same
four measures at post-test. Lastly, the participants provided feedback about the IOOV program.
Participants who attended the older IOOV program indicated greater willingness to interact with
individuals with a mental illness over time while participants who attended the updated IOOV
program reported decreased willingness to interact with individuals with a mental illness over
time. Improvement in knowledge and willingness to seek professional help were found in both
groups. Compared to the college sample in Wood and Wahl’s study, participants in the ESOL
class obtained lower means across measures. Follow-up studies need to be conducted to increase
the effect size and reliability of this pilot study’s findings.
Keywords: Korean Americans, stigma, help seeking attitude, social distance, NAMI

This dissertation is available in open access at AURA: Antioch University Repository and
Archive, http://aura.antioch.edu/, and OhioLINK ETD Center, https://etd.ohiolink.edu
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Addressing Mental Illness Stigma in Korean Americans:
Culturally Adapted Anti-Stigma Psychoeducation
Stigmas are negative and erroneous attitudes that evoke prejudice or negative
stereotyping (Corrigan & Penn, 2015). Mental health stigma represents invalid and unjustified
knowledge structures that perpetuate discrimination (Corrigan & Penn, 2015). The stigma
surrounding mental health services is the perception that a person who seeks psychological
treatment is undesirable or socially unacceptable (Vogel, Wade, & Haake, 2006). The
detrimental consequences are underutilization of mental health services, decreased treatment
adherence, discriminatory behaviors by community members, and poor psychological outcomes
(i.e., reduced self-esteem, life satisfaction, and happiness and increased depression, and anxiety)
(Leaf, Bruce, Tischler, & Holzer, 1987; Quinn & Chaudoir, 2009).
This study examined the effectiveness of an anti-stigma intervention program by the
National Alliance on Mental Illness (NAMI), called In Our Own Voice (IOOV). The
intervention was culturally adapted to accommodate participants whose primary language is
Korean.
This introduction begins by broadly framing stigma as a national and international issue.
It then delineates the subcomponents of stigma: self-stigma, perceived stigma, public stigma, and
cultural stigma (Corrigan, 2004; Reynders, Kerkhof, Molenberghs, & Van Audenhove, 2013),
their interaction and augmentation of one another (Corrigan, 2004), and their negative impact on
individuals and families. Specifically, stigma and its consequences are examined in Korean
Americans. The remainder of this chapter includes evidentiary support for psychoeducation
programs that target the general public and individuals and families affected by mental illness; a
statement of the problem; research questions for the present study; and definition of key terms.
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Stigma: A Public Health Concern
Historically, researchers have identified stigma as the most significant barrier to mental
health services (Atkinson & Gim, 1989; Pinfold, Thornicroft, Huxley, & Farmer, 2005; Vogel,
Wade, & Hackler, 2007). In recent decades, stigma associated with mental disorders has
captured national and international attention. The 1999 U.S. Surgeon General Report identified
stigma to be the most significant obstacle to treatment of mental health disorders (Pinfold et al.,
2005). That same year, the U.S. Department of Health and Human Services (1999) concluded
that mental health-related stigma has large and varied effects on people’s life outcomes, in areas
such as employment, housing, educational achievement, social desirability, as well as health and
well-being (Quinn & Chaudoir, 2009).
In 2002, President Bush launched the New Freedom Commission on Mental Health. The
final report of the Commission recognized that stigma prevented Americans from receiving the
quality mental health care they deserve and recommended increased public awareness and
education (President’s New Freedom Commission on Mental Health, 2003). In congruence with
the Commission’s recommendation, The World Health Organization (WHO) report, “New
Understanding, New Hope,” also called on countries to educate the public to dissipate attitudes
that generated social disability (WHO, 2001).
Public Stigma: Stigmatizing Attitudes Toward People With Mental Disorders
Misconceptions about mental disorders and stigmatizing attitudes toward people with a
mental disorder are prevalent in the American culture. Prejudiced beliefs include the notion that
people with a mental disorder are dangerous (i.e., violent and homicidal) and childlike (i.e.,
rebellious, irresponsible, reliant). Moreover, attributional bias contributes to the misperception
that individuals suffering from mental disorders are in control of their illness, so they choose to
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behave in an unconventional manner. Consequently, individuals with mental illnesses are often
blamed for causing their mental health condition and behavioral abnormalities.
Exacerbating public stigma are beliefs that mental health disorders are chronic and
incurable conditions. Consequently, the public mistakenly perceives individuals with mental
disorders as hopeless and burdensome to society. Given these negative attitudes, individuals with
mental health disorders often encounter an angry, disdainful, and unsympathetic general public
that often discriminate against individuals with mental health disorders in providing housing,
work, and social opportunities (Corrigan & Penn, 2015; Hayward & Bright, 1997). Tragically,
stigma deprives individuals of the social support they need to recover (President’s New Freedom
Commission for Mental Health, 2003).
Effects of Stigma: Perceived Stigma and Self-Stigma
Compounding the fear of societal stigmatization is an internalization of society’s
stigmatizing ideas about mental health, which deter individuals from acknowledging their illness,
seeking help, and remaining in treatment (Pinfold et al., 2005). Often, self-stigma is a reflection
of public stigma and manifests in low self-esteem and low self-efficacy (Corrigan, 2004).
A proxy measure for self-esteem is one’s views of personal worth, which when
diminished, is experienced as shame (Corrigan, 2004; Corrigan, Faber, Rashid, & Leary, 1999).
Low self-esteem leads individuals to believe that they are less valued or not deserving of
treatment. Both the Final Report from the President’s New Freedom Commission on Mental
Health (2003) and Sirey et al.’s (2001) study have found that people avoid treatment because of
the shame that society attaches to mental illness.
Individuals with low self-efficacy do not expect that they can successfully perform a
behavior in a given situation (Bandura, 1977). They may have internalized public stigma and
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believe that they will not succeed in overcoming psychological challenges (Link, 1987), and
instead, often experience isolation and hopelessness (President’s New Freedom Commission for
Mental Health, 2003).
In spite of the availability of effective, evidence-based interventions, findings indicated
that people who would benefit from mental health services chose not to pursue mental health
treatment, or began treatment but failed to follow through with services (Corrigan, 2004).
Corrigan proffers stigma as one relevant factor for the underutilization and early termination of
mental health services, which often result in increased psychological distress and poor health
outcomes (Quinn & Chaudoir, 2009).
Stigma’s Effect on Families
Stigma has a collective impact on the families of individuals with mental illnesses.
Families with familial association with mental illness reported lowered self-esteem and strained
relationships with other family members (Lefley, 1996; Wahl & Harman, 1989), as well as
feelings of shame by association (Corrigan & Miller, 2004). Individuals with a mental illness and
their families may adopt harmful coping mechanisms, such as social withdrawal or, worse, denial
of symptoms of mental distress. They may delay seeking professional mental health care, which
in turn exacerbates psychological distress and perpetuates misconceptions of mental illness
(Leong & Lau, 2001).
Stigma in Korean Americans
The report by the U.S. Public Health Service Office of the Surgeon General (U.S. Public
Health Service, 2001), Mental Health: Culture, Race, and Ethnicity, A Supplemental to Mental
Health: A Report of the Surgeon General indicated that ethnic minority populations are less
likely to have access to available mental health services and are less likely to receive needed
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mental health care. J. Shin (2002) and Sue (1977) added that utilization of mental health services
is significantly lower, and dropout rates are significantly higher, among Asian Americans than
white Americans. Mental health treatment is delayed until symptoms, such as distress or
problematic behavior, become too severe or violent to conceal, perpetuating and exacerbating the
stigma around mental illnesses’ presentations (Yang et al., 2014).
Among the Asian American populations, Korean Americans exhibit the longest delays in
seeking professional mental health treatment (S. Shin, 2004). Cultural and perceived
stigmatizations are particularly high among Korean Americans when compared to white
Americans and other Asian American groups (S. Shin 2004). Similar to common misconceptions
in the United States, common beliefs held in the Korean community are that individuals with
mental illnesses are weak and lacking in willpower and discipline, and are deranged and
incapacitated in all areas of their lives (Jang, Chiriboga, & Okazaki, 2009; Kim, 1993).
Moreover, a core social value that is deeply rooted in the Korean culture is the concept of
“saving face,” which is concerned with maintaining honor, dignity, and privacy (Atkinson &
Gim, 1989; Leong & Lau, 2001; J. Shin, 2002). As a collectivist culture, mental illness is
believed to reflect negatively on the family lineage and family name and individuals with mental
illnesses are believed to bring shame and disgrace to the family (Jang et al., 2009). Therefore,
being identified with a mental illness often means, “losing face” in society (Atkinson & Gim,
1989; Leong & Lau, 2001; J. Shin, 2002). To save face and avoid being labeled mentally
defective, individuals and families conceal a mental illness by confining the individual to the
home. They turn to family members for support, instead of seeking help from professional
mental health services (Leong & Lau, 2001). When families feel that they have depleted their
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familial resources, and symptoms have reached a point of severe impairment, families may
disengage from the individual completely (Yang et al., 2014).
Jang et al.’s (2009) study revealed that younger Korean Americans with higher levels of
acculturation and education showed a more positive attitude toward mental health services than
older, less acculturated and less educated individuals. However, in Lee et al.’s (2009) study, 1.5
generation (i.e., immigrated to U.S. during childhood or adolescence) and 2nd generation (i.e.,
U.S.-born, whose parents immigrated to U.S.) Korean American students, between 18–29 years
reported pressure to observe one’s Korean background and values that reflect the traditional
Korean culture. Upholding their culture may mean maintaining the cultural stigma, which may
underlie findings that indicate underutilization of mental healthcare services among U.S.-born
Korean Americans (Lee et al., 2009).
Conceptual Framework: Utilizing CBT to Lower Stigma and Increase Service Utilization
The cognitive behavioral approach was utilized to frame stigma at the individual and
societal levels. Quinn and Chaudoir’s (2009) study emphasized that even though stigma may
take place within the individual, it originates from the social devaluation attached to mental
illness. The interplay noted between self-stigma and public stigma is also evident in the
interaction of an individual’s cognition, behavior, and emotion. Cognitive psychologists have
highlighted that decisions people make are often influenced by mental heuristics and automatic
thoughts (Meichenbaum, 1995). Automatic thoughts influence how one feels, which influences
how prone one is to have such thoughts, how much one believes such thoughts, and how one acts
on them (Meichenbaum, 1995).
Stereotypes fall into this category of mental heuristics and automatic thoughts. Public
stigma and self-stigma that characterize people’s cognitions are comprised of negative
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stereotypes about mental illness. Fear and shame are common emotions that the public and the
inflicted individual experience, respectively. The public’s discriminatory behaviors against
individuals with a mental illness create a feedback cycle in an individual with a mental illness,
influence the individual’s cognition and affect, and contribute to an individual’s avoidance of
mental health services or early termination.
S. Shin (2004) utilized a cognitive behavioral theory based psychoeducation that
incorporated formal instruction and simulation to provide a cognitive framework for clients and
their families to understand a mental disorder (i.e., schizophrenia) and rationale for treatment.
The enhanced awareness and familiarity with treatment techniques increased acceptance of the
mental illness and compliance to treatment (Heinrichs, 1984). The psychoeducational approach
promoted the learning of adaptive skills, challenged people’s cognition and behavior, and
attenuated dichotomous thinking (S. Shin, 2004). It also provided new information for clients to
integrate into their outlook (S. Shin & Lukens, 2002).
Hayward and Bright (1997) suggested that psychoeducation targeting public stigma also
facilitated help-seeking attitudes among those avoiding mental health services by replacing
irrational beliefs, such as misconceptions of the cause, dangerousness, and prognosis of mental
illnesses, with rational and accurate ones. Hayward and Bright suggested public education about
the treatability of mental illnesses and availability of effective treatment, and a sympathetic and
accurate media portrayal of people with mental illness, to advance knowledge and engender
positive attitudes (Hayward & Bright, 1997). Additionally, research by Brockington et al. (1993),
amd Link and Cullen (1986), cited in Hayward and Bright, proposed that people who are
knowledgeable about mental illnesses were less likely to endorse stigma and discrimination.
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Evidentiary Support
Providing psychoeducation to populations with chronic mental illnesses has yielded
positive results. Hayes and Gantt (1992) applied the family psychoeducational model and
substantiated the positive effect of knowledge on participants’ functioning and attitudes. Their
study indicated that psychoeducation provides a sense of mastery, which mitigated impairment,
and cultivated the opportunity for a productive life. Jeffries (1985) developed a day hospital
program that focused on intensive education about schizophrenia. He concluded that providing
education about the illness bolstered self-esteem and reinforced compliance to treatment.
Similarly, culturally modified psychoeducation resulted in diminished stigma,
strengthened coping skills, and heightened family empowerment among Korean Americans with
chronic mental illness (J. Shin, 2002; S. Shin, 2004; S. Shin & Lukens, 2002). In S. Shin and
Lukens’ study, 48 Korean American adults with a diagnosis of schizophrenia were randomly
assigned to either an experimental group or control group. The experimental group received a
culturally sensitive psychoeducational group program, coupled with individual support therapy.
The control cohort received individual support therapy only. Psychoeducation outlined in this
study followed the curriculum manual by Anderson, Reiss, & Hogarty (1986), Bernheim and
Lehman (1985), Falloon et al. (1985), and McFarlane et al. (1995). Members of the experimental
group were provided with information on the following topics: mental illness, medications and
side effects, relapse prevention, crisis and illness management, stigma, communication and stress
management skills, self-help, and community resources. Traditional Korean perspectives of
disease were integrated into the discussion sessions that followed. Parallel sessions were offered
to family members of the control group. Following the intervention, Link’s Stigma-Devaluation
Scale (alpha = .88) was administered to measure perceived stigma (Link, 1987; S. Shin &
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Lukens, 2002). Findings indicated that participants of the experimental group endorsed less
stigma than the control group (S. Shin & Lukens, 2002). A limitation of this study was the
presence of the group effect in the experimental group. Future studies may need to rule out
confounding variables, such as the group effect, in order to isolate the experimental variable and
ensure that the psychoeducational program is the single variable being tested.
Similar to Shin and Luken (2002), S. Shin (2004) conducted a parallel study with family
members of individuals with chronic mental illness. Participants were randomly assigned to
either the experimental group, which received psychoeducation and individual support sessions,
or control group, which received individual support sessions only. As in S. Shin and Luken’s
study, the experimental group experienced greater decrease in stigma toward mental health
compared to the control group. Both studies advocated psychoeducation to counter stigma and its
repercussions in the Korean American population.
Implications of Anti-Stigma Intervention
Reducing the stigma of mental health has implications for positive individual and
structural societal outcomes (Corrigan, 2004; S. Shin & Lukens, 2004). Dispelling public and
cultural stigma will decrease self-stigma and perceived stigma, encourage utilization of and
adherence to mental health services, and establish equal societal opportunities for those with and
without a mental illness (Corrigan, 2004; Hayward & Bright, 1997). Moreover, targeting public
stigma will place responsibility on systems to prevent unwarranted societal prejudice and
discrimination that restrict the civil rights of citizens with a mental illness (Corrigan, 2004).
Key Ingredients of Anti-Stigma Programs
Psychoeducation and contact with individuals with a mental illness are leading factors in
influencing public attitudes and behavior towards people with mental health disorders (Pinfold et
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al., 2005; Corrigan et al., 2014). Psychoeducation replaces stigma with accurate conceptions of
mental health disorders while contact challenges public attitudes about mental illness through
direct interaction with people who have lived experiences with mental health disorders (Corrigan
& Penn, 2015). Moreover, psychoeducation that focuses on target groups and group-specific
beliefs about mental health is more effective in bringing about favorable attitudes toward patients
with a mental illness than that provided to a general public (Arboleda-Flórez, 2003; Lauber &
Sartorius, 2007; Wahlbeck & Aromaa, 2011). For example, in a study that targeted high school
students, a mental health provider administered a psychoeducation presentation using a pre- and
posttest design. The results from a self-report survey revealed improvements in the students’
knowledge about mental health issues, help-seeking attitudes, and appreciation for (i.e.,
legitimization of) mental health professionals (Sartorius et al., 2010). In sum, targeted,
contact-based psychoeducation programs yielded significant and more sustained outcomes than
psychoeducation alone (Corrigan et al., 2014).
National Alliance on Mental Illness (NAMI) In Our Own Voice (IOOV) Program
The National Alliance on Mental Illness’ (NAMI)’s In Our Own Voice (IOOV) program
captures the key ingredients of effective anti-stigma interventions. It combines (a) indirect
contact through a video portrayal of consumers of psychotherapy, (b) direct contact through
in-person presentations by individuals with mental illnesses, and (c) psychoeducation, which is
included in both the video and in the interactive discussion (Wood & Wahl, 2006). The program
consists of a 15-minute video; presentations by two trained NAMI presenters who are in
recovery; and Q&A sessions. The program duration is about 60 minutes with two minutes
allotted to each Q&A session.
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An updated version of the IOOV program has recently been developed based on the
results of an online survey about the older IOOV program that is currently in circulation (NAMI,
2016). The goal of the survey was to ensure that the IOOV presentation was maximally effective
at reaching its audience (i.e., individuals with limited knowledge about mental health conditions,
and in a position to help) and reducing the stigma associated with mental health conditions
(Brunner & Erickson, 2017). An area for improvement that the survey indicated was the video
component (Brunner & Erickson, 2017). The video was viewed as helpful, but also dated, posing
logistical AV equipment challenges, and interrupting the flow of the presentation (Brunner &
Erickson, 2017).
Subsequently, the updated IOOV program was developed to improve the effectiveness of
the program and increase program availability and accessibility (Brunner & Erickson, 2017). The
objectives were (a) to increase audience members’ self-awareness about their own views on
mental health, (b) to increase insight into the realities of living with a mental health condition, (c)
to increase audience members’ understanding of the warning signs of mental health and ways to
help, (d) increase audience members’ desire to learn more about mental health, and (e) for
audience members to take action in accordance with newly acquired knowledge and attitude
(Brunner & Erickson, 2017). Additionally, the updated IOOV program aimed to better connect
with audience members through the portrayal of updated media visuals and the incorporation of
contemporary language with fewer labels (Brunner & Erickson, 2017). The presenters in the
updated video modeled non-stigmatizing conversations and served to prevent “exception to the
rule syndrome” around mental health conditions that may arise if the program only included two
live presenters (Brunner & Erickson, 2017). Finally, in response to venues’ requests for
presentations that were less than an hour, and based on findings that suggested that a curtailed
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version of the IOOV program is as effective as the standard 60-minute version, the updated
IOOV program consolidated the older IOOV program into fewer segments (Brunner & Erickson,
2017; Corrigan et al., 2010). See Table 1 for a comparison of the old and updated IOOV
versions.
This comparative intervention study consisted of two groups. One group attended the
older IOOV program and the other group attended the updated IOOV program. Rather than
include a control group that would receive no anti-stigma intervention, this design allowed all
participants to attend an anti-stigma program. Additionally, as a pilot study, deliberate effort was
made to limit the number of groups to two. Within that parameter, consideration was given to
this study’s collaborators, particularly the NAMI National Office. In the spirit of collaboration
and progress, presenting the updated IOOV program that was still in its final editing phase was
an opportunity to give feedback to the program developers and have an impact on the final
product.

CULTURALLY ADAPTED ANTI-STIGMA PSYCHOEDUCATION

14

Table 1
Comparison of the Old and Updated Versions of the IOOV Program Format
Old IOOV Program

Updated IOOV Program

Program Length

~60 minutes

~ 45 minutes

Number of segments

5

3

Title of segments

1) Dark Days
2) Acceptance
3) Treatment
4) Coping Skills
5) Successes, Hopes, and
Dreams

1) What Happened
2) What Helped
3) What’s Next

Length of video

15 minutes

15 minutes

Time allotted to each
presenter for Q&A

2 minutes per segment

2 minutes per segment

Older IOOV program. The older IOOV program consists of a 15-minute video and
trained NAMI presenters who are in recovery. The video is viewed in five segments and guides
the audience through the “story arc” of mental illness: Dark Days (prior to intervention or
recognition); Acceptance, Treatment, Coping Skills (initial through continued engagement in
recovery); and Successes, Hopes, & Dreams (life in and after recovery). Personal accounts of
nine individuals with a wide range of diagnoses are presented in the video and an interactive
discussion between live presenters and the audience follows each segment. Upon completion of
the five segments, audience participants are invited to provide qualitative feedback about their
experience and the NAMI program (NAMI, 2016).
The IOOV program provided a platform for those living with a mental illness to share a
first-person narrative with the public and increased social contact between the general population
and those with mental illness, thereby simultaneously targeting both public stigma and perceived
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stigma (Pandya, 2012). It increased the public’s understanding of mental health disorders and
augmented the confidence of the speakers, while reducing self-stigma in individuals and family
members of individuals with mental illness (Pandya, 2012).
Wood and Wahl (2006) conducted a study investigating the effectiveness of the IOOV
program in improving knowledge and attitudes about mental illness. The study’s participants
included 114 undergraduate students at George Mason University, who were predominantly
Caucasian females and who had taken at least one psychology course. Participants were
randomly assigned to either the experimental condition (N = 57) and served as an audience for
the In Our Own Voice program, or the control group (N = 57), where they attended a parallel
program that was about psychology careers. Results indicated that students who attended an
IOOV presentation showed significant positive change at post-test, as well as significantly
greater improvement, than a control group in the knowledge and attitude scores on all measures
(Wood & Wahl, 2006).
Updated IOOV program. The structure of the updated IOOV program parallels that of
the older IOOV program (NAMI, 2016). (See Figure 1.) The general formats of the older and
updated IOOV programs are consistent and include two presenters, video, and discussion. Like
the original program, the updated IOOV program combines (a) indirect contact through a video
portrayal of consumers of psychotherapy; (b) direct contact through in-person presentations by
individuals with mental illnesses; and (c) psychoeducation, which is included in both the video
and in the interactive discussion. An updated video and NAMI presenters guide the audience
through the “story arc” of mental illness.
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Figure 1. Consolidation of the Older IOOV Program in the Updated IOOV Program. The older
IOOV format’s segment titles are listed on the right. The three segments of the older IOOV
format, Acceptance, Treatment, and Coping Skills were consolidated to one segment, titled What
Helped, in the updated IOOV format. The updated IOOV structure parallels the structure of the
older IOOV program and follows the same “story arc,” as delineated to the left of the vertical
orange lines. Both versions include two presenters, a video, and discussion sections. Figure
provided by the NAMI National Office.

A key difference is the consolidation of the five segments of the older version to three
segments in the updated version. The titles of the three segments in the updated version are,
“What Happened,” “What Helped,” and “What’s Next.” The video’s first segment introduces
and explains, “what happened.” The second segment depicts “what helped.” The last segment,
“What’s Next,” shows how the individuals are different today. NAMI presenters narrate their
story and engage the audience in a Q&A session between each video segment. Upon completion
of the three segments, audience participants are invited to provide qualitative feedback about
their experience and the NAMI program (NAMI, 2016).
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Statement of the Problem
Stigma against mental health maintains a consistent and prominent role in shaping
individual and societal attitudes and behaviors in the treatment of mental health disorders among
Korean Americans. Yet, anti-stigma interventions have been limited to Western-European
groups (S. Shin & Lukens, 2002; Yang et al., 2014) with significant under-representation of
minority populations in mental health research, overall (U.S. Public Health Service Office of the
Surgeon General, 2001). Support for the generalizability of the effectiveness of anti-stigma
intervention programs in multicultural settings is lacking in current literature (Dalky, 2012).
Research Questions
This study examines the effectiveness of a culturally-adapted National Alliance on
Mental Illness (NAMI)’s In Our Own Voice (IOOV) program when presented to a Korean
American population enrolled in ESOL classes of a Korean community center in New York City.
Findings are compared to Wood and Wahl’s (2006) findings.
1. Are there significant differences in knowledge scores at pre-test and post-test in the
two groups who attended either the culturally adapted older IOOV program or the
updated IOOV program?
2. Will participants adopt a more favorable attitude toward those with mental illness and
demonstrate greater willingness to interact with a person with a mental illness after
attending the IOOV program?
3. Will participants have improved attitudes toward seeking professional help?
4. Will there be greater improvements in attitude and knowledge for participants who
attended the culturally adapted updated IOOV program, compared to the culturally
adapted older IOOV program?
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5. How do scores of the participants of the culturally adapted older IOOV program
compare to the scores of participants in the college-sample of the Wood and Wahl’s
(2006) study?
Definition of Terms
Stigma
Stigmas are negative and erroneous attitudes that elicit stereotypes (Corrigan, 2004;
Corrigan & Penn, 2015). Stigma related to mental health problems is categorized into selfstigma, perceived stigma, public stigma, and cultural stigma (Corrigan, 2004; Reynders et al.,
2013). Often, what is presented as self-stigma is influenced by public stigma (Corrigan, 2004).
Self-stigma. Self-stigma is the internalizing of stigmatizing attitudes in which an
individual with a mental illness turns negative attitudes pertaining to mental illness against
oneself (Reynders et al., 2013). Self-stigmatizing attitudes occur when individuals with mental
illness apply socially endorsed stigmas about mental illnesses to themselves and believe that they
are unworthy, helpless, hopeless, shameful, and incapable of living independently (i.e., manage
personal finances, and carry out daily activities of living). People who agree with the prejudice
concur with negative stereotypes and precipitate negative emotional reactions, namely lowered
self-esteem and self-efficacy (Link, Struening, Neese-Todd, Asmussen, & Phelan, 2001).
Individuals with low self-esteem struggle with work, housing, and relationships and lead a lower
quality of life (Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1989).
Moreover, people with mental illness, who self-stigmatize, report diminished personal
empowerment in seeking and participating in treatment (Speer, Jackson, & Peterson, 2001).
Additionally, self-stigma may contribute to label-avoidance behavior, which also deters
treatment participation (Corrigan, 2004).

CULTURALLY ADAPTED ANTI-STIGMA PSYCHOEDUCATION

19

Perceived stigma. Perceived stigma refers to the stigmatizing attitudes and
discriminating behavior observed in the environment (Reynders et al., 2013). It underlies
anticipated stigma in which individuals fear that others will stigmatize them due to their mental
illness (Quinn & Chaudoir, 2009). Perceived stigma drives individuals to conceal their mental
illness and avoid mental health services.
Public stigma. Public stigma is the publicly endorsed prejudice about a stigmatized
group (Corrigan, 2004). Common stigmatizing attitudes and misconceptions in the United States
about people with mental illness include (a) people with mental illness should be feared and
therefore should be kept out of most communities, (b) they require guardians because they are
irresponsible and child-like (Corrigan & Penn, 2015).
One of five common methodologies is used to measure the general beliefs about mental
illness. Attitudes scales usually involve ratings of agreement or disagreement with statements
about people with mental illness. Semantic differential studies require raters to assess individuals
with a mental illness on a variety of qualities compared to the “normal” population. Social
distance scales measure the degree of social proximity that subjects are willing to have with a
person with a mental disorder, such as being neighbors, coworkers, and partners. Vignette
studies examine the extent to which the public views a variety of behavior patterns as
representative of mental illness. Lastly, behavior studies analyze behaviors of an individual when
interacting with someone presumed to have mental illness (Hayward & Bright, 1997).
A ramification of public stigma is avoidance of help-seeking behaviors due to the fear of
acquiring a mental illness label (Hayward & Bright, 1997). Studies have supported an inverse
relationship between public stigma and care seeking behavior among individuals with mental
illness (Cooper, Corrigan, & Watson, 2003).
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Cultural stigma. Cultural stigma is determined by the community or culture in which a
person lives or with which a person identifies or associates (Quinn & Chaudoir, 2009).
Possessing an identity with greater cultural stigma attached to it (e.g., identifying with a mental
illness) is related to increased psychological distress (Quinn & Chaudoir, 2009).
Stereotypes
Stereotypes are beliefs (Allport, 1954). They are knowledge structures that the general
public learns about a specific social group (Hilton & von Hippel, 1996) and they are used to
efficiently categorize information. Stereotypes are considered social because they represent
collectively agreed upon notions about groups of people. They are efficient because people can
quickly generate impressions and expectations of individuals who belong to a stereotyped group
(Hamilton & Sherman, 1994). Still, Corrigan (2004) highlighted that people may have
knowledge of a set of stereotypes but may not necessarily agree with them, possibly implying
that individual behaviors and attitudes may differ from one’s awareness of general public
opinions.
Negative stereotypes underlie stigma toward people with mental illness. They include
violence (e.g., people with mental illness are dangerous), incompetence (e.g., they are incapable
of independent living or real work), and blame (e.g., because of their weak character, they are
responsible for the onset and continuation of their disorders) (Corrigan et al., 2000).
Prejudice
Prejudice is a fundamentally cognitive and affective response that involves a generally
negative evaluative component (Allport, 1954). Stigmatizing attitudes are comprised of
prejudicial attitudes. People who are prejudiced use negative stereotypes to define and identify
people with mental illness, which generates negative emotional reactions toward people with a
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mental health disorder, (Arboleda-Flórez, 2003; Hilton & von Hippel, 1996) and discrimination
(Crocker, Major & Steele, 1998).
Discrimination
Discrimination is the behavioral reaction to prejudice and stigma (Crocker et al., 1998).
Discriminatory behavior manifests itself as negative actions against the out-group (i.e., people
with mental illness) or exclusively positive action for the in-group, that is, people without mental
illness (Corrigan, 2004). Discriminatory behaviors documented by Bordieri and Drehmer (1986),
Farina and Felner (1973), and Link (1987) have included not hiring a worker who is labeled
mentally ill, not leasing apartments to people with mental illness, and falsely pressing charges
against people with mental illness for violent crimes.
Help-seeking Attitude
Help-seeking attitude refers to the attitude one has about utilizing professional mental
health services (Rickwood & Thomas, 2012). It is formed through an evaluation of the
expectations an individual has about seeking psychological help and the degree of public and
self-stigma the person experiences.
The impact of help-seeking attitudes is substantiated by Ajzen and Fishbein’s (1980)
theory of reasoned action, which posits that a primary determinant of one’s willingness to seek
help is one’s attitude toward the counseling process. Results found in Reynders et al. (2013)
study also underscored the importance of promoting positive attitudes toward mental illness and
reducing the stigma in the general population to facilitate help-seeking behavior from
professional providers (Reynders et al., 2013). Help-seeking attitude is measured using the
Attitudes Toward Seeking Professional Help Scale (Fischer & Farina, 1995).
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Underutilization
Underutilization refers to delaying or not seeking available mental health care services
(Corrigan, 2004; Vogel et al., 2007).
Early Termination
Early termination describes behaviors of individuals with mental health needs, who
initiate services but do not adhere to prescribed services, often prematurely terminating
psychological therapy or programs (Corrigan, 2004).
Label Avoidance
A mental illness label occurs when people are associated with mental health care.
Social-cognitive processes motivate people to avoid a mental illness label and to escape the
negative statements, which may be internalized and effect diminished self-esteem and selfefficacy. As a result, people hide their mental illness, deny their group status, and refuse mental
health care (Corrigan, 2004).
Summary
According to Ajzen (1991), attitude preludes behavior: Attitude about engaging in a
behavior predicts intention to engage in a behavior, which in turn predicts behavior. Corrigan
(2004) corroborated the finding and highlighted the influence of public stigma on self-stigma:
Often, what presents as self-stigma is influenced by public stigma.
Self-stigmatizing attitude elicits a sense of disempowerment, shame, and, in collectivistic
cultures, family shame. Leaf, Bruce, Tischler, and Holzer’s (1987) study claimed that family
shame significantly prognosticated treatment avoidance. Individuals avoided services if they
anticipated that being identified with mental illness will bring disgrace to themselves or their
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family, or if retaining mental health services will evoke negative reactions from family members
(Yang et al., 2014).
Alternatively, Ting and Hwang (2009) observed that an ability to tolerate stigma highly
and negatively correlated with psychological distress (Ting & Hwang, 2009). This moderating
variable influenced help-seeking attitudes in Asian Americans, more so than acculturation, age,
and social support (Ting & Hwang, 2009). Therefore, reducing public stigma and, in turn,
self-stigma may increase individual tolerance to stigma and improve attitudes toward seeking
professional help.
This pilot study utilized NAMI’s IOOV program to disseminate knowledge on mental
health disorders and to decrease stigmatizing attitudes that contribute to public misconception on
mental illness and discriminatory behavior. It targeted public stigma by presenting a culturally
adapted contact-based psychoeducation program to Korean students enrolled in an English for
Speakers of Other Languages (ESOL) class in a Korean community center in New York City.
Underlying assumptions of the study include (a) participants have limited knowledge of
mental health due to the limited discourse on mental health in the Korean American
communities, and (b) participants relate closely with traditional Korean values and beliefs about
mental health that reflect stigmatizing attitudes toward mental health disorders.
Providing a linguistic match is presumed to be important based on correlational findings
between English proficiency and underutilization of mental health services: Lower English
proficiency was associated with underutilization of mental health services (Ihara, Chae,
Cummings, & Lee, 2014). Another assumption is that participants inculcate in their children
biases stemming from the cultural stigma around mental health disorders. The goal of this study
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is to stymie the intergenerational transmission of cultural stigma toward individuals with mental
illness through a culturally adapted anti-stigma program.
Method
This pilot study examined the effectiveness of NAMI’s In Our Own Voice (IOOV)
psychoeducation program in improving knowledge on mental health and reducing stigmatizing
attitudes about mental health disorders for Korean Americans. In a previous study by Wood and
Wahl (2006), undergraduate participants (N = 114), mostly Caucasian females, who had taken at
least one college-level psychology course, completed three pre-test measures of knowledge and
attitudes, attended either an In Our Own Voice presentation or a control presentation about
psychology careers, and repeated the same three measures following the presentation. Results
indicated that the IOOV group showed significant positive change across time, as well as
significantly greater improvement than the control group in their knowledge and attitudes scores
on all measures.
To examine the generalizability of these findings, the IOOV program was adapted to the
Korean language and presented to Korean Americans in a Korean community center, the Korean
Community Services of Metropolitan NY (KCS). In order to maximize dissemination of the
IOOV anti-stigma psychoeducation, and in collaboration with the National Alliance on Mental
Health national office, this pilot study compared an IOOV program that is currently in use and an
updated IOOV program that has not yet been released. In addition to the three measures used by
Wood and Wahl (2006), an additional behavioral outcome measure, Attitudes Toward Seeking
Professional Help, was included. The following sections outline the participants, measures,
procedures, research hypothesis, and data analyses for the study.
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Participants
Participants were recruited in collaboration with the Korean Community Services of
Metropolitan NY (KCS). KCS is a community service agency located in New York City that
provides mental health, aging, education and immigration, public health, and workforce
development services. Participants were students of the community center’s English for Speakers
of Other Languages (ESOL) program. An authorization was obtained from the Executive
Director of KCS, who is also a current Board Member for NAMI NYC-Metro, to recruit
participants and conduct research in the community center (see Appendix A). Written description
of the study was delivered to the ESOL instructor prior to the scheduled presentation day (see
Appendix B). All of the participants who wished to participate and volunteer in the study signed
written consent forms (see Appendix C).
Twenty Korean Americans from the community center’s ESOL program participated in
the study. Convenience sampling and simple random sampling were used in this study. The
morning ESOL class (N = 8) was presented with the older IOOV program and the afternoon
ESOL class (N = 12) was presented with the updated IOOV program. The ESOL students were
between 40–80 years old, who identified as either male or female, with either high school or
college level education, and a range of socioeconomic status, years as United States resident,
English language proficiency and background in mental health disorders (see Table 2). The main
inclusion criteria for participation in this were an ethnic Korean identification and enrollment in
the adult ESOL class at the Korean Community. The minimal inclusion criteria allowed the
study to cast a wide net to include a diverse sample of Korean Americans.
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Participant Demographics
Characteristic
Age
46–50
51–55
56–60
61–65
66–70
71–75
76–80
Total
Missing
Sex
Female
Male
Other
Total
Missing
Income
0–10,000
10,001–20,000
20,001–30,000
30,001–40,000
40,001–50,000
50,001–60,000
60,001–70,000
70,001–80,000
80,001–90,000
90,001–100,000
100,000+
Total
Missing
Highest level of education
High School
College
Total
Unknown
Country of Birth
Korea
Argentina
Total
Missing

Frequency

% of sample

3
1
6
3
1
2
1
17
3

15
5
30
15
5
10
5
85
15

15
3
0
18
2

75
15
0
90
10

6
2
1
1
0
0
1
0
0
1
1
13
7

30
10
5
5
0
0
5
0
0
5
5
65
35

3
12
15
3

17
67
75
17

17
1
18
2

85
5
90
10
(Table continues)
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Characteristic
# years living in the US
<1
1–5
6–10
11–15
16–20
21–25
26+
Total
Missing
# years speaking English
<1
1–3
4–6
10–12
13–15
16–18
19–21
22–24
25+
Total
Missing
English language level
Beginner
Intermediate
Advanced
Total
Missing
Background in mental health
Little to no exposure
Somewhat Knowledgeable
Knowledgeable
Very knowledgeable
Total
Missing

Frequency

% of sample

1
3
0
4
4
2
2
16
4

5
15
0
20
20
10
10
80
20

3
5
1
2
1
0
1
0
1
14
6

15
25
5
10
5
0
5
0
5
70
30

6
11
1
18
2

30
55
5
90
10

5
10
2
1
18
2

25
50
10
5
90
10

27

CULTURALLY ADAPTED ANTI-STIGMA PSYCHOEDUCATION

28

Measures
To assess knowledge and attitudes toward mental health, four scales were administered.
IOOV specific knowledge scale. Wood and Wahl’s (2006) IOOV specific knowledge
measure consists of 12 items, reflecting the most centrally emphasized elements in the IOOV
presentation, for example, “Mental illness can strike people from all walks of life;” “People with
a serious mental illness, such as schizophrenia, can recover and lead normal lives” (see Appendix
D). A total score is calculated by summing the participant’s responses on each of the 12 items.
The range of scores is 12 to 84, with higher scores reflecting knowledge more consistent with the
program’s messages. This measure of knowledge has strong face validity. Other psychometric
properties are unknown due to its recent development.
IOOV specific attitude scale. Wood and Wahl’s (2006) IOOV specific attitude measure
contains 12 items related to the attitudes encouraged by the IOOV presentation, for example, “I
believe that hope exists for people with mental illness;” “I believe that keeping people with
mental illnesses in the hospital makes the community a safe place” (see Appendix E). A total
score is calculated by summing the participant’s responses on each of the 12 items. The range of
scores is 12 to 84, with higher scores reflecting attitudes more consistent with the program’s
messages. Similar to the IOOV specific knowledge scale, this measure of attitude has strong face
validity; other psychometric properties are unknown.
Social distance scale. The Social Distance Scale (see Appendix F) was used to measure
general attitudes towards people with mental illnesses (Link, Cullen, Frank, & Wozniak, 1987;
Penn et al., 1994). This frequently used measure of general attitudes toward particular groups
asks individuals to rate their willingness to engage with people with mental illness in seven kinds
of interactions. Items include: “How would you feel about renting a room in your home to a
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person with a mental illness” and “How would you feel about introducing someone with a
mental illness to your friends?” The measure uses a 4-point Likert scale (from 0 = definitely
unwilling to 3 = definitely willing). Responses are summed across the seven items to yield total
scores that range from 0 to 21. Higher scores indicate greater willingness to tolerate and engage
with people with mental illnesses. The Social Distance Scale has been found to have excellent
reliability and validity, with past internal consistency ratings ranging from .75 to .92 (Link et al.,
1987; Penn et al., 1994).
Attitudes toward seeking professional help. Attitudes toward seeking professional
help was measured using the Attitudes Towards Seeking Professional Psychological Help Scale
(Fischer & Farina, 1995). Items included in this 10-item scale are “If I believed I was having a
mental breakdown, my first inclination would be to get professional attention.” Items are
assigned from 1 to 4 (see Appendix G). Higher scores indicate more positive attitudes towards
seeking professional help. Estimates of internal consistency (α = .84) and 1-month test-retest (r =
.80) reliabilities have been reported for college student samples (Vogel et al., 2007).
Procedure
This study was conducted with the permission of the Antioch University New England’s
Institutional Review Board (IRB), the Approval of Research on NAMI Signature Program by the
National Alliance on Mental Illness (see Appendix H), and the authorization of the Korean
Community Services of New York. Separate meetings were organized and conducted with the
Executive Director of KCS and the Program and Outreach Coordinator of NAMI-NYC Metro
and with the Clinical Director of KCS, a bilingual art therapy clinician, and the Program and
Outreach Coordinator of NAMI-NYC Metro. The Assistant Director of Adult Literacy
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coordinated the scheduling of the presentations. The morning ESOL class attended the older
IOOV program and the afternoon ESOL class attended the updated IOOV program.
Discussion translator. The bilingual art therapy clinician of KCS’ mental health clinic
received an authorization to serve as a translator during the discussion segments of the IOOV
presentation.
NAMI-NYC metro presenters. The Program and Outreach Coordinator of NAMI-NYC
Metro identified two trained and experienced IOOV presenters. The presenters were individuals
with lived experiences with mental health disorders who have received treatment and were in
recovery. The presenters were highly involved with NAMI-NYC Metro and had attended
NAMI-NYC Metro’s annual IOOV training session in Albany, NY. They were experienced
presenters who had presented to various audience groups with various NAMI-NYC programs.
The presenters were middle-aged, English-speaking, female New Yorkers. One presenter
was White American and the other presenter was Black American. Phone training sessions were
arranged between the National Education Program of National Alliance on Mental Illness
Program Manager and the NAMI-NYC metro presenters in order to train the presenters on the
format of the updated IOOV program.
Translation. All written documents, video transcripts of the IOOV presentations, and
speech transcripts of the presenters were translated from English to Korean and backtranslated
from Korean to English. Translators were ethnically Korean professionals and graduates from
Ehwa Woman’s University in Seoul, South Korea. One translator’s background included living
in English speaking countries, such as Canada, United States, United Kingdom, and France for
extended periods of time. She completed the winter, spring, summer, and fall sessions of the
Intensive American Language Program in Columbia University. Another translator studied and

CULTURALLY ADAPTED ANTI-STIGMA PSYCHOEDUCATION

31

lived for extended periods of time in the United Kingdom, where she studied in Cambridge
University; she also lived in Amsterdam in the Netherlands. Backtranslators included the author
of this study, a U.S.-born Korean American with advanced proficiency in Korean; an
international Korean doctoral student in John Hopkins University; and a 1.5-generation Korean
American who obtained her B.S. from Cornell University and a PhD from Harvard University.
Korean subtitles of the video presentations were created and embedded into the older and
updated IOOV videos. Written translation of the presenters’ transcripts was simultaneously
presented on a large screen during the presenters’ speeches. A bilingual Korean and English
mental health clinician was present during the morning presentation of the older IOOV program;
a bilingual ESOL instructor and a bilingual mental health clinician were present during the
afternoon presentation of the updated IOOV program to facilitate communication during the
discussion segments of the IOOV programs.
Data collection. A description of the research study titled, “Presentations in Psychology”
was submitted to the ESOL instructors to distribute to their classes a week before the
presentation and distributed again on the day of the presentation. Interested participants received
written handouts of the “Demographic Form” (see Appendix I) and “Consent Form.” Participants
who signed the consent form were administered the pre-test measures. All forms contained both
the English and Korean versions. Each participant was assigned a unique ID number that was
indicated on the pre-test forms (i.e., demographic form, consent form, pre-test measures). The
consent form and pre-test measures were collected prior to the IOOV presentation. The
demographic form was collected with the post-test measure in order to ensure ID number match.
The older IOOV program was presented during the morning ESOL class and lasted one
hour, one hour and 45 minutes including the survey completion. The updated IOOV program
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was presented during the afternoon ESOL class and lasted 45 minutes, two hours, including the
survey completion. At the end of the presentation, all participants received an oral and written
debriefing, which explained more fully the purpose of the research (see Appendix J).
Older IOOV program. Twelve ESOL students were present in the morning ESOL class.
Eight students (N = 8) consented to participate in the research. Possible reasons for the
discrepancy between the number of ESOL students present and the sample size are addressed in
the Reflection section.
Participants viewed NAMI’s 15-minute IOOV video, which guided the viewers through
the “story arc” of mental illness over the course of five segments: Dark Days, Acceptance,
Treatment, Coping, and Successes/Hopes/Dreams. The NAMI-NYC metro presenters gave their
speech, in which they shared their story following each of the segments. Translations of the
speakers’ transcripts were prepared and projected onto a screen for the participants to follow
along. The presenters engaged the participants in brief discussions after each segment by
presenting prepared questions, such as, “What is your understanding of mental illness and the
role it can play in someone’s life?” and, “Have you ever had to accept something difficult in life?
What was that like for you?” The participants were encouraged to practice their English as they
responded to the presenters. The translator provided translation support for the participants to
facilitate the communication.
Updated IOOV program. Eighteen ESOL students were present in the afternoon ESOL
class. Twelve students (N = 12) consented to participate in the research. Possible reasons for the
discrepancy between the number of ESOL students present and the sample size are addressed in
the Reflection section.
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The IOOV structure for the updated program followed that of the older IOOV program:
NAMI IOOV video, NAMI presenters, and discussion, repeat. As opposed to the older IOOV
program, the updated NAMI video guided the audience through the “story arc” of mental illness
over the course of three segments, instead of five segments: What Happened, What Helped, and
What’s Next. The video’s first segment introduced six individuals, who explained “what
happened” to them. The video was paused and the NAMI presenters narrated what happened to
them, followed by a Q&A session. The second segment of the video depicted “what helped.” The
video was paused and presenters shared what helped, followed by a Q&A session. Finally, the
last video segment, “What’s next,” depicted how the six individuals are different today, followed
by the presenters’ personal accounts of how they are different today. A final Q&A session was
conducted.
Program evaluation. Upon completion of the IOOV program, audience participants
were invited to provide program feedback about NAMI’s IOOV program. All participants were
provided a questionnaire consisting of four open-ended questions after they completed their
post-test surveys (see Appendix K). Participants provided written responses.
Statistical Analysis
A two-way mixed ANOVA was performed to compare the mean pretest total scores on
the IOOV Knowledge measure, the IOOV Attitude measure, the Social Distance Scale, and the
Attitudes Toward Seeking Professional Help measure, which were completed prior to the IOOV
presentation, to the mean posttest total scores for the same four measures, which were completed
after the IOOV presentation. These analyses assessed the main effect for time (pre- vs. post-) and
group (older IOOV vs. updated IOOV), as well as the interaction between the independent
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variables (time x group). Twenty percent of the data were missing and were imputed using
maximum likelihood imputation (Graham, 2009).
Research Hypotheses
The hypotheses were that participants who attended the IOOV presentations would learn
accurate and factual information on mental illness; adopt more favorable attitudes toward those
with mental illnesses; demonstrate greater willingness to interact with a person with a mental
illness; and endorse more openness to seeking professional help. Furthermore, the group that
attended the updated IOOV program was hypothesized to show greater change than the group
that attended the older IOOV program on all four measures of knowledge and attitudes. Mean
scores across time and measures were predicted to be lower than those obtained from the
college-student sample in Wood and Wahl’s (2006) experiment.
Results
The present pilot study focused on the effectiveness of an anti-stigma program by the
National Alliance on Mental Illness (NAMI) called In Our Own Voice (IOOV) when adapted to
the Korean language, and presented to ethnically Korean students enrolled in ESOL classes of a
Korean community center in New York City. It also compared findings to that of Wood and
Wahl’s (2006) experiment.
The current study sought to examine the following research questions: (a) Are there
significant differences in the attitude and knowledge scores at pre-test and post-test in either of
the groups who attended the older IOOV program or the updated IOOV program? (b) Are there
significantly greater improvement in attitude and knowledge for participants in the updated
IOOV program, compared to the older IOOV program? (c) How do the mean scores in
Knowledge, Attitude, and Social Distance scales compare between the ESOL participants, who
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viewed the (older) culturally-adapted IOOV program, and the Caucasian participants in the
college-sample of the original study?
Means and standard deviations are shown in Table 3. With the exception of mean scores
on the Social Distance Scale of the group who attended the updated IOOV program, all mean
scores increased over time.
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Table 3
Means of Knowledge and Attitude Measures of Ethnically Korean Sample
Pre-test Mean

Post-test Mean

Older IOOV

58.8
(SD = 6.5)

62.5
(SD = 6.3)

Updated IOOV

56.5
(SD = 6.2)

62.5
(SD = 7.8)

Older IOOV

55.9
(SD = 6.2)

59.2
(SD = 2.3)

Updated IOOV

61.8
(SD = 6.5)

63.6
(SD = 8)

Older IOOV

4.1
(SD = 2.4)

6.3
(SD = 3.7)

Updated IOOV

7.3
(SD = 3.1)

6.6
(SD = 2.5)

Older IOOV

23
(SD = 1.7)

24
(SD = 3.8)

Updated IOOV

22.1
(SD = 2.7)

24.3
(SD = 3)

F

Knowledge
Time 21.7*
Group .1
Interaction 1.2

Attitude
Time 4
Group 3.9
Interaction .4

Social Distance
Time 1.8
Group 2.1
Interaction 6.8*

Help seeking
Time 7.4*
Group .1
Interaction 1.3

Note. The possible ranges of scores are as follows, with higher scores reflecting
most accurate knowledge/more positive attitudes:
Knowledge: 12–84; Attitude: 12–84; Social Distance: 0–21; Attitudes toward
Help Seeking: 10 – 40
* = p < .05
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The results of the statistical analysis are shown in Table 4. Significant main effects for
the interaction between time and group was found for the Social Distance Scale, F(1, 18) = 6.82,
p = .018, indicating a significant change over time, in opposite directions. The group who
attended the older IOOV program indicated improved attitude and greater willingness to interact
with a person with a mental illness, while the group who attended the updated IOOV program
indicated a more negative attitude and decreased willingness to interact with a person with a
mental illness. No other significant interactions were found.
The main effect of time showed a statistically significant difference in IOOV-specific
Knowledge at pretest and posttest, F(1,18) = 21.70, p < .000 and in Attitudes Toward Seeking
Professional Help, F(1,18) = 7.35, p = .014. Though an increase in mean scores on the Social
Distance measure for the group who viewed the older IOOV program and on the IOOV-specific
Attitude measure for both groups were indicated, the differences were not statistically significant.
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Table 4
Tests of Within-Subjects Contrasts

Source
Time

Time*Group

Error(Time)

Measures
Knowledge
Attitudes
Social Distance
Help Seeking
Knowledge
Attitudes
Social Distance
Help Seeking
Knowledge
Attitudes
Social Distance
Help Seeking

df
1
1
1
1
1
1
1
1
18
18
18
18

F
21.699
4.004
1.817
7.354
1.185
0.409
6.821
1.250

Sig.
.000
.061
.194
.014
.291
.530
.018
.278

Partial Eta
Squared
.547
.182
.092
.290
.062
.022
.275
.085

The main effect of group showed that there was no statistically significant difference
between those who attended the older IOOV program and those who attended the updated IOOV
program in knowledge about mental illness, F(1, .14), p = .71; attitude toward those with mental
illnesses, F(1, 3.89), p = .06; willingness to interact with a person with a mental illness, F(1,
2.05), p = .17; and attitudes toward seeking professional help, F(1, .07), p = .80 (see Table 5).

CULTURALLY ADAPTED ANTI-STIGMA PSYCHOEDUCATION

39

Table 5
Tests of Between-Subjects Effects

Source
Intercept

Group

Error

Measure
Knowledge
Attitudes
Social Distance
Help Seeking
Knowledge
Attitudes
Social Distance
Help Seeking
Knowledge
Attitudes
Social Distance
Help Seeking

df
1
1
1
1
1
1
1
1
18
18
18
18

F
1689.964
2116.957
97.290
1537.781
.142
3.886
2.052
.066

Sig.
.000
.000
.000
.000
.711
.064
.169
.80

Partial Eta
Squared
.989
.992
.844
.988
.008
.178
.102
.004

Lastly, Wood and Wahl’s (2006) predominantly Caucasian college student sample who viewed
the older IOOV program scored higher than the Korean American sample groups who viewed
the translated IOOV programs at both pretest and posttest, across the Knowledge (Pre-test
M = 64.3, SD = 5.7, Post-test M = 70.6, SD = 5.3) (t = -7.89, p < .01), Attitude (Pre-test M = 66.0,
SD = 7.3, Post-test M = 70.1, SD = 6.8) (t = -5.59, p < .01), and Social Distance (Pre-test
M = 12.9, SD = 3.5, Post-test M = 15.1, SD = 3.5) measures. Means of knowledge and attitude
measures in Wood and Wahl’s (2006) are shown in Table 6.
Additionally, the college sample group showed significant positive change across time
on the Knowledge, Attitude, and Social Distance measures whereas the ESOL groups showed
significant positive change in the Knowledge measure only. Though a positive change was
indicated in attitudes toward seeking professional help in the ESOL samples, the measure was
not administered to the college sample.
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Table 6
Means of Knowledge and Attitude Measures of College Sample
Pre-test Mean
N = 57

Post-test Mean
N = 57

IOOV

64.3
(SD = 5.7)

70.6
(SD = 5.3)

Control

64.4
(SD = 5.3)

64.9
(SD = 5.7)

IOOV

66.0
(SD = 7.3)

70.1
(SD = 6.8)

Control

64.4
(SD = 7.6)

65.3
(SD = 8.0)

IOOV

12.9
(SD = 3.5)

15.1
(SD = 3.5)

Control

12.6
(SD = 3.9)

12.7
(SD = 3.9)

F

Knowledge
Time 40.07**
Group 9.61**
Interaction 27.71**

Attitude
Time 27.53**
Group 5.8*
Interaction 10.56**

Social Distance
Time 40.49**
Group 4.05*
Interaction 32.30**

Note. The possible ranges of scores are as follows, with higher scores reflecting
most accurate knowledge/more positive attitudes:
Knowledge: 12–84
Attitude: 12–84
Social Distance: 0–21
* = p < .05; ** = p < .01
Adapted from “Evaluating the effectiveness of a consumer-provided mental health
recovery education presentation,” by A. Wood and O. Wahl, 2006, Psychiatric
Rehabilitation Journal, 30, p. 50.

A two-way mixed ANOVA analysis was performed using maximum likelihood
imputation to achieve a sample size of 20, an increase from the obtained sample size of 13.
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Cohen’s primer index indicates N = 393 to achieve a small effect size; N = 64 to achieve a
medium effect size; and N = 26 to achieve a large effect size at power = .80 for α = .05.
Program Evaluation
Responses provided in the program evaluation are shown in Table 7. Four open-ended
questions were presented to the participants in both the morning ESOL class (viewed older
IOOV program) and afternoon ESOL class (viewed updated IOOV program). Seven attendees in
the morning ESOL group and ten attendees in the afternoon ESOL group submitted a completed
written evaluation.
Overall, participants in both groups indicated a presence of public stigma. They were
about evenly split in their anticipated favorable and unfavorable responses from others (e.g.,
friends, family, co-workers, neighbors) if they were to have a mental illness (Question 1).
Responses to Question 1 ranged from expecting family members to be supportive to avoidant.
Other participants expected family members to feel embarrassed or to show pity.
Responses portrayed a predominantly positive change in attitude and knowledge about
mental illness following NAMI’s IOOV program. Additionally, feedback indicated that NAMI’S
IOOV program had a positive impact on the participants. Participants indicated an emotional
connection to the presenters who shared their personal narratives and reported feeling deeply
moved by their mental strength and recovery process. Areas of improvement that were indicated
included outlining available treatments; providing a guide to seek treatment; and including a
doctor as a presenter in the program.
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Table 7
IOOV Program Feedback
Favorable

Unfavorable

Other

Q1: If you had a mental illness how do you think others (e.g., friends, family, neighbors,
coworkers) will think or act toward you?
They would suggest that I
consult a doctor.

They would feel pity and
feel sad for me.

I’m not sure

If I receive a diagnosis of
mental disorder, my family
would provide help.

Fool

Yes

Others would find a way to
be of help and provide me
with love and care so that I
have courage and hope.

I think my family would
be very worried and they
would pray.

I don’t know

People would likely
recommend that I go to the
hospital or see a therapist.

Family would be very
worried

They will be sad and will
tell me to go receive
mental health treatment.

They would not think
positively

I believe they would be
really worried for me and
would tell me to consult a
doctor.

They would think, “You
have an illness, it must be
difficult.” And, they will
seek some distance from
me and avoid interacting
with me a bit.

They will think I have an
illness

I think they would feel a
little embarrassed.

Firstly, they would feel
pity and would try to help.

They would think that I’m
crazy.
They will give me
kindness first time but
later they will avoid me

(Table continues)
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(Table 7 continued)
Favorable

Unfavorable

Other

Q2: How has the presentation changed your knowledge and attitude toward mental
health?
I again realized how
important and
transformative it is to have
even a single friend reach
out and be a lifeline
support.

It is common knowledge
that people suffering from
mental illness take
medication and receive
therapy, or receive help
from relatives.

Although individuals
with mental health
disorders are important,
I want to applaud the
family and friends who
help.

It was very helpful.

I feel that they haven’t
changed much.
However, experiencing
this public forum builds
empathy.

I believe it was a helpful
educational program. The
program increased the
public’s awareness about
mental health.

I believe that mental
health is more
important than physical
health; when life itself
is full of pain and
trauma, undivided
attention and treatment
are needed.

If we need help, we can get
reach to someone.

One must consistently
receive treatment and
be active (exercise).

It could be that I also have
similar problems. It seems
that anyone can be afflicted
with these problems and I
learned a lot and gained
new knowledge through
their [the presenters’]
recovery process

Now when explained
different topic my mind
is clearly

I learned a lot.
It was very good.

(Table continues)
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(Table 7 continued)
Favorable

Unfavorable

Other

They changed a lot.
Q3: What were weaknesses of the program? What do you wish were different about the
presentation?
I would like many people
to see the presentation and
I hope that it helps those
who need the help.

Rather than a discussion,
it seemed like the
presentation was to
promote the NAMI
program and how
successful it is.

Because it’s my first
time attending this kind
of meeting, I don't
know how it should be
changed.

That it opened the door for
people who need treatment

Lacks a doctor’s input

None

This was my first time
experiencing this kind of
presentation and it was
very good and I felt that
like any other patients,
people suffering from
mental illness need much
care, love, and social
interaction

A general overview that
provides practical
guidance around seeking
treatment, and a way to
find a doctor (including
psychotherapists) are
needed.

I’m not sure
Participant left blank
Mental illness is not
something to avoid or
be reluctant about but
an illness of a sick mind
that needs to be helped
through love and care.

I was able to understand
through the thorough
explanation.
Concrete and detailed
presentation
Q4: What part of the presentation had the strongest impact on you?
I was moved by how they
were able to persist with
treatment to recover.

Not much

That NAMI is helpful

(Table continues)
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(Table 7 continued)
Favorable

Unfavorable

Other

That people who were
going to give up on life
were able to courageously,
with help, recover

It is very necessary to
share and be interested
in these kinds of
illnesses and this work
seems to be very
beneficial for the
public.

I learned that there are
more people than I thought
suffering from mental
illness

Mental illness is born
with someone

I felt moved.
Being able to openly talk.
I was deeply impressed by
how they were able to
come out of despair using
their willpower and help
from others, and by their
self-reliance and courage
to live life with hope.
The fact they were able to
share real life experiences
was good. It was good that
they were able to tell
people about the hope of
the treatability of mental
illness.
I’m so glad for their
recovery from mental
illness and depression. I
felt so touched. It gives us
a lot of encouragement.

(Table continues)
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(Table 7 continued)
Favorable

Unfavorable

Other

I really appreciate the
presenters with mental
illnesses for not being
embarrassed by their
former selves struggling
with the mental illness and
openly sharing their
personal stories; and I am
grateful for their recovery;
and going forward, I hope
there to be more of this
kind of meeting, and
advancement in treatment
programs.
The parts of not hiding
oneself and honestly telling
one’s story were deeply
impressionable
I learned that it [mental
illness] is treatable
That this illness can last
until death and that
medication might be
necessary until then
That they continued to take
medication and persevered
with tenacity
When each person talked
your personal experience
in the life
Their normal and
successful life
(Table continues)
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(Table 7 continued)
Favorable

Unfavorable

Other

I felt very moved after
seeing how the presenters
persevered through longterm
psychopharmacological
treatment and various other
strategies and I feel that I
will have a more positive
and sympathetic attitude
towards people with a
mental illness.
Discussion
The adverse impact of stigma against mental health disorders has been identified at the
national, community, family, and individual levels. Public stigma, cultural stigma, perceived
stigma, and self-stigma are significant barriers to treatment utilization. Underutilization of
mental health services is particularly prevalent among diverse ethnic and racial groups,
correlating with the paucity of research studies that include diverse cultural sample groups.
Skewed population sample representation in research studies limits the understanding of the
underlying issues around stigma and underutilization of mental health services among different
racial and ethnic groups and precludes the implementation of effective, empirically supported
interventions.
The present study aimed to examine the effectiveness of an anti-stigma program by the
National Alliance on Mental Illness (NAMI) called In Our Own Voice (IOOV), which utilizes
psychoeducation and contact-based intervention. Two versions of the IOOV program were
presented, an older version that is currently in circulation and an updated version that is in the
editing phase and has not yet been released. The programs were presented to Korean ESOL
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students at a community center in Queens, New York. Both versions of the IOOV program were
translated into Korean and a bilingual clinician was present during the program presentations to
facilitate discussion between NAMI IOOV presenters and the Korean ESOL participants.
A diverse group of Korean ESOL students attended both programs, as was hoped for in
utilizing a low inclusion criteria. The age range spanned from 46–80 years old; most were in the
56–60 age range (30%). The range of household income was from $0 to over $100,000, with the
mode at $0–$10,000 range (30%). Participants were predominantly female (75%). Almost all of
the participants were born in Korea (85%) and most had lived in the United States for 10–20
years (20%), though residency in the United States ranged from a couple of months to over 26
years. Most participants had either a college degree (60%) or a high school degree (15%). The
range of English ranged from Beginner to Bilingual with the most identifying their English
proficiency level to be intermediate (55%). The participants’ knowledge about mental health
prior to the presentation ranged from no exposure to very knowledgeable, with the mode being
somewhat knowledgeable about mental health (50%). Excluded from the demographics are
Chinese nationals who spoke limited English and no Korean, and were in attendance for the
ESOL class in the Korean community center. There was significant missing data in the
demographic sheet, with 10%–35% of the items missing.
The results of this pilot study needs to be interpreted with caution due to the small sample
size and a relatively high rate of missing data. A two-way mixed ANOVA analysis was
performed using maximum likelihood imputation to achieve a sample size of 20. Still, the sample
size fell short, based on the Cohen’s primer index, which indicates N = 64, to achieve a medium
effect size at power = .80 for α = .05. Mindful of this caveat, implications of the findings of this
pilot study are delineated.
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Hypothesis 1
A hypothesis was that participants who attended the IOOV presentations would learn
accurate and factual information about mental illness. The quantitative analysis supported this
hypothesis and a significant increase in knowledge at post-test was indicated in both groups.
Though this significant finding may be a statistical artifact, and a larger sample size is required
to achieve greater effect size and valid and reliable significance, the participants’ program
feedback further supports the statistical finding. Eighty two percent of the total number of
participants of both groups, who completed the written, open-ended program evaluation form,
reported increased knowledge about mental health. A frequently noted learned fact that the
participants indicated was about the life-long condition of mental illness and the treatability of
mental illnesses.
Hypothesis 2
Another hypothesis was that participants would adopt more favorable attitudes toward
those with mental illnesses and demonstrate greater willingness to interact with a person with a
mental illness. Participants’ attitudes were measured using the IOOV-specific Attitudes Scale
and the Social Distance Scale before and after the IOOV presentations.
No significant improvement was noted in the participants’ attitudes toward those with a
mental illness. A significant interaction between group and time on this measure indicated that
participants who attended the older IOOV program indicated more willingness to interact with a
person with a mental illness, while participants who attended the updated IOOV program
indicated less willingness to interact with a person with a mental illness. Again, this finding
must be interpreted with caution due to the small sample size. A paradox of this statistical
finding and a possible explanation for the difference in findings between the groups may be that
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the smaller sample size, and the subsequent increased intimacy and investment among
participants, who attended the older IOOV program (N = 8), increased the willingness to interact
with a person with mental illness, compared to the larger group (N = 12) who attended the
updated IOOV program. Therefore, a confounding variable for the group who attended the
updated IOOV program was a diminished engagement of the participants, possibly due to the
larger number of participants in the group, compared to the group who attended the older IOOV
program. The updated IOOV program was also 45 minutes long compared to the 1-hour program
of the older version. Although Corrigan et al. (2010) suggested no significant difference in
effectiveness between a curtailed IOOV program and the standard IOOV program (i.e., older
IOOV program), no studies have examined the reliability of the finding with the updated IOOV
program. It is possible that perhaps the length of required engagement also contributed to the
difference in attitude between the two groups on the Social Distance measure.
There seems to be a discrepancy in the findings for the group who attended the updated
IOOV program. The group’s highly favorable evaluation of the updated IOOV program, marked
by an appreciation for and admiration of the IOOV presenters, and recognition of increased
knowledge about mental illness, seem to contrast with the unwillingness to interact with those
with a mental illness.
The predominant use of the third person in their evaluation of the program may be
indicative of a degree of cognitive distance that participants experienced. Participants seemed to
hypothetically disapprove stigma, and they commended the IOOV presenters for their recovery
process. Still, when personal opportunities arose, such as when asked to apply situations to
themselves, they adopted stigmatizing attitudes. They preferred social distance from individuals
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with a mental illness and indicated an unwillingness to interact with someone with a mental
illness, whether as a roommate, colleague, or son- or daughter-in-law.
The participants’ limited awareness about mental health disorders and infrequent contact
with individuals with mental health disorders may have contributed to the cognitive distance.
They may have perceived the IOOV program as a presentation for “other” people and may not
have been fully present during the presentation to self-reflect or absorb the message. Both human
error and cognitive distance may have also resulted in misuse and erroneous scoring of the
measures’ items and may be another possible explanation for the discrepancy between the
qualitative and quantitative findings.
Additionally, a language match by itself may not be sufficient to effect change in
personal attitudes. A cultural match (i.e., a Korean individual from the respective community,
who speak Korean) between presenters and audience members may lead to decreased cognitive
distance among audience members who attend an intervention program. Additionally, increasing
self-awareness of the participants about their personal attitudes and behaviors and explicitly and
directly making a connection between those personal attitudes and public stigma may also
decrease cognitive distancing.
The increased stigma in the group who participated in the updated IOOV program
contrasts with findings from previous studies by J. Shin (2002), S. Shin (2004), and S. Shin and
Lukens (2002), which have shown significant positive change in attitude and knowledge among
Korean American after a psychoeducation intervention. A notable difference of this study from
previous studies was that participants were not patients in treatment. Whereas previous studies
had used sample groups of individuals who were in treatment for mental health disorders, the

CULTURALLY ADAPTED ANTI-STIGMA PSYCHOEDUCATION

52

sample groups in this study were from the general public, most of whom had limited exposure to
mental health information.
Hypothesis 3
Participants who attended the IOOV programs were hypothesized to be more open about
seeking professional help. Statistical findings from this study supported this hypothesis, though
again findings must be interpreted with caution due to the small sample size. Still, supporting the
statistical finding, participants in both ESOL groups requested referrals for mental health
services following the IOOV presentations.
Hypothesis 4
This study did not support the hypothesis that the group that attended the updated IOOV
program would show greater change than the group that attended the older IOOV program on all
four measures of knowledge and attitudes. No significant group differences were indicated
among all measures. A greater sample size is needed to validate this finding. Some support can
be found for this statistical finding in the evaluation feedback. Participants in both groups
indicated that the presenters’ narratives had the greatest impact on them. Since the difference
between the two groups was an updated video, and no changes were made to the content of the
presenters’ speeches, the constant content of the speeches may have been a factor contributing to
the absence of difference between groups. The absence of significant between-group difference
may also indicate a consistency and reliability of the IOOV program.
Hypothesis 5
Mean scores across time and measures were predicted to be lower than those of the
college-student sample from Wood and Wahl’s (2006) experiment. This study supported this
hypothesis and indicated lower scores in the knowledge, attitude, and social distance measures in
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the ESOL population than the predominantly white college population who had taken a
psychology course. A possible explanation for this may be that in contrast to the college
population with a background in psychology, participants in the study had no formal background
in psychology. Additionally, the majority of the ESOL participants had limited experience in
completing surveys that utilize Likert-scales. Each of the questions in the measures posed a
challenge to many of the participants in the ESOL class as the participants attempted to
determine their attitudes and knowledge for each item using the Likert-scale and grappled with
the semantics utilized in the measures. Consequently, many items were left blank or scored
erroneously as participants mixed the scales of the different measures.
The tangential responses in the open-ended evaluation form seemed to further reflect the
novelty of the experience for the participants. For example, for Question 2 in the evaluation
form, which asked, “How has the presentation changed your knowledge and attitude toward
mental health?” responses included, “It was very good;” “It was very helpful;” and “One must
consistently receive treatment and be active (exercise).”
Gender and age of the sample groups may have also moderated the scores on the
measures. The language used in the Likert-scale consist of “Strongly agree,” “Strongly disagree,”
“Definitely Willing,” and “Definitely Unwilling.” Expression of such extreme attitudes may not
have resonated with the older female participants who may observe more traditional and
conservative gender roles and may use language that is more neutral and less opinionated.
Additionally, the limited cultural match of the IOOV program to the participants of the
study may have contributed to the lower mean scores across measures for the ESOL participants
when compared to the predominantly white, English-speaking, college population. Even though
the demographics of the participants in this study indicate a degree of educational match with the
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college students, the participants in this study had completed their education in Korea, a system
that may drastically deviate from the United States college curriculum and pedagogy.
Additionally 100% of the participants were first generation immigrants to the United States, who
seem to have settled in Korean enclaves of New York City in the last 10–20 years. Based on the
demographic information that the participants provided, the mode of the length of time that the
participants have resided in the United States is 10–20 years, yet the mode for the number of
years speaking English was between one to three years.
Even though embedded subtitles were provided for the videos and a translation of the
speakers’ transcripts were displayed to ensure language match the IOOV programs may not have
been sufficiently culturally adapted to create maximal resonance with the predominantly
Korean-speaking audience. A language match alone may have fallen short of the cultural match
that Wood and Wahl’s (2006) college student sample from a southern university may have
experienced as they participated in IOOV’s intervention program, contributing to the college
samples’ higher scores. Importantly, the college student sample’s higher mean scores across
measures in comparison to the mean scores of the ESOL sample highlights that psychoeducation
is needed among immigrant population groups in the United States.
Limitations
The small sample size and a relatively high number of missing data contributed to a
nominal effect size and were significant limitations of this study. More data is needed to provide
validity to current statistical findings and interpretations. This pilot study recruited 20
participants; future studies should aim for at least 65 participants to achieve statistical findings of
a medium effect size.
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Another limitation is the sample group. Results based on older ESOL students at a
Korean community center may not be generalizable to Korean Americans with greater
acculturation and assimilative backgrounds and experiences. Findings are mixed on the effect of
acculturation and assimilation. Some studies indicate that younger Korean Americans with
higher levels of acculturation and education showed a more positive attitude toward mental
health services than older, less acculturated and less educated individuals (Jang et al., 2009).
Other studies indicate close adherence to traditional Korean values among 1.5 and 2nd
generation Korean American students. A follow-up study using a sample of Korean American
university students may elucidate the impact of acculturation in attitudes and knowledge about
mental health while also providing evidence of the generalizability of findings reported by Wood
and Wahl (2006).
Additional limitations of this study include the use of newly developed instruments by
Wood and Wahl (2006): IOOV specific attitudes measure and IOOV specific knowledge
measure, which were based on the older IOOV program. Robust psychometric properties, such
as criterion validity, concurrent validity, and test-retest reliability need to be established for these
measures.
Another concern is the question of constancy of the change in attitude and knowledge
among the participants. Participants in this study completed the posttest immediately following
the IOOV presentation; any significant improvements in knowledge and attitude may or may not
have enduring effects. Future longitudinal research may clarify whether these changes persist.
For example, follow-up studies may examine whether the individuals who sought contact of
mental health services are seeking professional help or administer the measures again at 6
months, one year, three years, five years, and ten years.
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Criticisms of self-report measures are that they are vulnerable to social desirability bias,
which may compel participants to respond with socially favorable ratings of their knowledge and
attitudes. Coupled with the participants’ unfamiliarity with completing self-report measures on
mental health, statistical findings from this study should be interpreted with caution. Further
studies should be conducted with larger subject groups to increase the validity and reliability of
this study.
Lastly, an experimental study that includes a control group will provide increased rigor to
the quantitative analysis. In this study, both groups were administered an IOOV program.
Including a third control group may help rule out confounding variables and provide a baseline
to compare results of the experimental groups. More significant between-group differences may
also be indicated with the inclusion of a control group, particularly between the mean scores of a
control group and the groups who attend the IOOV programs.
Reflection
During the administration of the measures and the presentation of the IOOV programs, I
faced a paradox around diversity and inclusivity. In my efforts to broaden the reach of
anti-stigma intervention on mental health to immigrant groups in the United States, specifically
Korean Americans, whose primary language is not English, the unexpected presence of Chinese
ESOL students in the classroom immediately rendered the IOOV program irrelevant and
discriminatory toward those who did not speak English or Korean. I felt helpless in the situation
and embarrassed that the work I was doing in the name of diversity had an excluding impact on
individuals who could have benefited from the program.
In addition to the language barrier that my presentation imposed on certain groups in the
classroom, I was also humbled by my educational privilege and my blindness to it. I did not
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realize that completing surveys could consume so much time and pose a formidable challenge for
individuals. I underestimated the time to complete it and expected the four surveys, which
comprised of 41 questions, to be completed within 15–20 minutes. The groups required about 45
minutes to complete the surveys. Participants belabored over each question; any assistance
offered on an individual basis was rejected. I also did not anticipate the blatant refusal by
participants to complete surveys at pretest and/or posttest, even after signing the consent form.
When the results were compiled, significant number of questions was left unanswered.
In a future administration, I would create a brief introductory presentation on clinical
psychology that explains the range of disorders, the use of the DSM V, and treatment options
available. The presentation will also explain the purpose of the measures and how to complete
them. I would emphasize that the participants are to respond based on their immediate first
thoughts. My hope is that an introductory presentation will provide an orientation for participants
who are unfamiliar with presentations that inquire about personal opinions on a novel topic area.
An introductory presentation may also be an opportunity to build alliance with participants and
to solicit participants’ cooperation in completing the survey as fully as possible.
I may also provide a brief orientation to bilingual discussion facilitators. I would
communicate with them that even if they know the answers to the questions that are posed by the
Korean-speaking participants, they should abstain from answering them and allow the IOOV
presenters to respond. I would emphasize that their primary role is to create a channel of
communication between the participants and the IOOV presenters. I would also request that both
presenters and audience members be mindful of the need to translate and give the translator the
time and space to translate all comments and questions to the respective language of both parties.
I hope that in the future, there will be trained Korean-speaking IOOV presenters from the Korean
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community so that they may be available to give speeches and presentations about their
experience and recovery from a mental illness.
I wondered if the content of the IOOV program were too advanced for the ESOL groups
who attended the IOOV presentations. Though the majority of the participants have indicated
that they were “somewhat knowledgeable about mental health,” the scores on the measures and
the discussions during the IOOV program, among participants who were open and willing to
engage, indicated limited knowledge on mental health disorders. Identification of certain mental
health disorders may have come across as new vocabulary even when translated into Korean
(e.g., borderline personality disorder, schizoaffective disorder). Perhaps psychoeducation on the
range of the manifestation of the disorders and the levels of treatment can contextualize the
disorders and decrease some of the cognitive distance that seemed apparent in the open-ended
feedback.
Additionally, given the family oriented culture among Koreans, future IOOV videos and
speeches may find increased resonance with a Korean ESOL group if it included family
members’ processing of having a member with a mental health disorder. Involvement of family
members may provide tools for individuals who themselves do not have a mental health disorder
but who may interact with someone who does, and illuminate best ways to support loved ones
with a mental health disorder.
Conclusion
This study examined the effectiveness of an empirically validated mental health
education program by NAMI, called In Our Own Voice (IOOV), among Korean immigrants. The
IOOV program integrated two key elements of stigma reduction: psychoeducation, and personal
interactions with individuals with mental illness. Knowledge about mental health disorders was
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disseminated to broaden participants’ understanding about mental illnesses and counter public
stigma about mental illnesses through video contact and in-person contact with individuals in
recovery.
This pilot study used a pre and post design for two groups of Korean ESOL students. One
group received an IOOV program that is currently in circulation and another group received an
updated IOOV program that is in its final editing phase. Based on the statistical analysis,
findings were inconclusive due to the small sample size and missing data. Still, the preliminary
findings from this pilot study indicated a significant interaction between the two IOOV program
and time points. The group who attended the older IOOV program indicated greater willingness
after attending the IOOV program and the group who attended the updated IOOV program
reported decreased willingness to interaction with someone with a mental illness. No other
significant effects were found. Improvements were indicated in both groups on the knowledge
measure and attitudes toward seeking professional help measure. Open-ended responses from the
participants supported these findings.
Follow-up studies are needed to establish a larger effect size and to substantiate findings
from this pilot study. Increased sample size and increased frequency of presentations of IOOV to
diverse groups of Korean Americans will increase the external validity of NAMI’s In Our Own
Voice. Future studies that focus on further engaging the participants in discussions during the
IOOV program and around the feedback questions may help identify ways to make it more
culturally relevant to the Korean American community.
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Appendix A
KCS Letter of Authorization

th

35-56 159

Street Flushing NY 11358

July 11, 2016
Antioch University New England 40 Avon St K eene N H 03431
To whom it may concern:
Please note that Ms. Alice Lim, M.S. doctoral candidate in clinical psychology at Antioch
University New England Graduate Student, has the permission of the Korean Community
Services of Metropolitan New York, Inc. to conduct research at our community center for her
study, “Addressing Mental Health Stigma in Korean Americans: Culturally Adapted
Psychoeducation”.
Ms. Lim will recruit participants by coordinating with the Center’s ESOL instructor. She will
present an anti-stigma psychoeducation program by NAMI’s In Our Own Voice, in collaboration
with NAMI’s national office, during a scheduled morning, afternoon, and/or evening class
sessions. Participants will be informed about the presentation ahead of time and will be provided
consent forms in both English and Korean. Ms. Lim’s on-site research activities will be finished
by 9/30/2016.
Ms. Lim has agreed to provide to my office a copy of the Antioch University IRB-approved,
stamped consent document before she recruits participants on site, and will also provide a copy
of any aggregate results.
If there are any questions, please contact my office.

Sincerely, �������
Linda Lee, MSW
Executive Director
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Appendix B
Description of the Study

심리학에 대한 발표
참가자들은 정신 건강에 관한 프레젠테이션에 참석하게 됩니다. 참석한 분들은
인구통계적인 정보를 묻는 설문지를 작성해야합니다. 발표는 정신 건강에 관한
짧은 비디오 시청과 발표자들과의 토론으로 이루어져 있습니다. 프레젠테이션 중
참가자들의 참여를 환영합니다. 또한 프레젠테이션 전과 후에 개개인의 관념, 경험
그리고 지식을 묻는 설문 문항에대하여 답변을 하게 될 것입니다. 참가자의 이름은
어떠한 설문조사에도 명기되지 않을 것입니다. 설문지들은 영어로 번역되어 연구
조사에 쓰일것입니다. 전체적으로 걸리는 시간은 한시간 반 입니다. 참석은
자발적으로 진행되므로 연구 조사중 언제든지 중지 할수있읍니다. 연구 조사의
목적은 정신 건강에 관한 정보를 가르치는 가장 좋은 방법을 찾는 것입니다. 또한,
참석은 영어 연습을 할수있는 기회입니다.

Presentations in Psychology
Participants will attend a presentation on mental health. Participants will fill out a demographic
form. Participants will view a short video on mental health and listen to live presenters.
Participants will be encouraged to share their thoughts throughout the presentation. Participants
will fill out questionnaires on their beliefs, experiences, and knowledge before and after the
presentation. Translated material will be provided to presenters. No forms will request for
participants’ names. The presentation and survey completion will last about 1.5 hours.
Participation is voluntary; participants may decide to leave the presentation at any point. The
purpose of the presentation is to identify best ways to teach about mental health. Participants will
also have an opportunity to practice their English.
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Appendix C
Informed Consent
Antioch University New England – Department of Clinical Psychology

Student Investigator: Alice Lim, M.S. Doctoral Candidate, Clinical Psychology

Description of study:
This is a research study. The purpose of this study is to provide mental health
information. Participants will watch a video, listen to presenters, and participate in
a discussion. Participants will fill out surveys about demographics, personal
attitudes, experiences, and knowledge. By participating in this research,
participants will help identify ways to teach about mental health.

Minimal risk of harm or discomfort to participants is anticipated in this research.
Participants’ names will not be on any of the surveys. No one will know who filled
out the forms. The researcher will keep a list that matches ID numbers with
demographic data. Only the researcher and her advisor will have access to this data.
Presentation and survey completion will take about an hour and a half total.

Participants do not have to answer any questions if they do not want to. Participants
may decide to exit the presentation at any point. If they choose not to participate in
any part of the study, there will be no penalty.

If you have any questions about the study, you can contact:
Alice Lim
Faculty advisor:
Roger Peterson, Ph.D.
Email: rpeterson@antioch.edu
Phone: 603-283-2178

If I have any questions about your rights as a research participant, you can contact:
Dr. Kevin Lyness, Ph.D. Chair of the Antioch University New England IRB
Email: klyness@antioch.edu
Phone: 603-283-2149
I have read and understood the above information. I have had the opportunity to ask questions
about the study. I agree to take part in this study.

______________________________________________________________________________
Signature of Participant
Date
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피험자 동의서
Antioch University New England – Department of Clinical Psychology
연구자 : Alice Lim, M.S. Doctoral Candidate, Clinical Psychology
연구 서술
본 연구는 철저한 조사를 통해 진행됩니다. 본 연구의 목적은 정신 건강에 관한 정보를 제공하는데
쓸려고 합니다. 참가자들은 비디오를 시청하고, 발표를 듣고, 토론에 참여하게 됩니다.
참가자들은 인구통계적인 정보 및 개인의 사고방식, 경험, 지식에 관련된 설문조사지를
작성합니다. 설문조사지를 바탕으로, 참가자들의 의견을 참고하여, 정신 건강에 관한 정보를
배포하는 방법을 찾을 것입니다.
본 연구는 참가자에게 피해나 불편함을 끼치지 않기 위해 최소한의 위험 요인을 고려하여
진행됩니다. 참가자의 이름은 어떠한 설문조사에도 명기되지 않을 것입니다. 따라서, 설문조사에
참여한 참가자의 개인정보를 보호할 것입니다. 연구자는 이름대신 인구통계적인 데이터를 고유한
숫자를 부여한 리스트를 통해 설문조사지들을 관리합니다. 연구자와 그의 지도교수만 자료들을
볼수 있습니다. 프레젠테이션과 설문조사는 약 한 시간 반 정도에 걸쳐 진행됩니다.
참가자는 본인이 원치 않은 질문에 답하지 않아도 됩니다. 또한, 참가자는 발표 중 언제든지 나갈
수 있습니다. 연구에 참여하는 것을 원치 않는 것에 대해 어떠한 벌도 적용되지 않습니다.
만약 이 연구에 대한 질문이 있다면, 저에게 연락주시기 바랍니다. :
Alice Lim, M.S.
또한 저의 학부 고문에게 연락할 수 있습니다. :
Roger Peterson, Ph.D.
Email: rpeterson@antioch.edu
Phone: 603-283-2178
만약 연구 참여자로서의 권리에 대한 질문이 있다면, 이 곳으로 연락해주세요.
Dr. Kevin Lyness, Ph.D., Chair of the Antioch University New England IRB
Email: klyness@antioch.edu
Phone: 603-283-2149
위의 정보를 읽고 이해했습니다. 나는이 연구에 대해 질문 할 기회를 가졌습니다. 나는이 연구에
참여할 것에 동의합니다.

____________________________________________________________________________________
참가자의 서명
날짜
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Appendix D
“ In Our Own Voice” Knowledge Measure
Please rate the extent of your agreement or disagreement with the statements below using the following
scale:
다음의 척도를 사용하여 각각의 문장에 대한 동의 정도를 표현해 주십시오.
Strongly
Disagree
전혀
동의하지
않음
1

Disagree
동의 안 함
2

Somewhat
Disagree
약간
동의하지
않음
3

Unsure
잘
모르겠음

Somewhat
Agree
어느 정도
동의함

4

5

Agree
동의함
6

Strongly
Agree
매우
동의함
7

1. _____ Mental illness can strike people from all walks of life.
정신질환은 사회 각계 계층의 사람에게 올 수 있다.
2. _____ A mental illness is a disease of the brain, like diabetes is a disease of the body.
정신질환은 신체적인 질병인 당뇨병과 같은 뇌의 질병이다.
3. _____ Taking medication for a mental illness helps correct biochemical brain dysfunction.
정신질환약을 복용하면 생화확적인 뇌 기능장애를 고치는 데 도움이 된다.
4. _____ People with mental illnesses can reduce their symptoms through treatment.
정신질환이 있는 사람들은 치료를 통해 그 증상을 완화시킬 수 있다.
5. _____ Early diagnosis of a mental illness can improve your chances of getting better.
정신질환의 초기진단은 회복할 확률을 향상시킨다.
6. _____ If you take medications that successfully treat your symptoms, there is probably no
need to seek therapy.
만약 당신의 증상을 성공적으로 다루는 약물을 복용한다면, 정신 상담을 받을
필요가 없을 것이다.
7. _____ Having a mental illness means that you are disabled (e.g. unable to work).
정신질환을 갖고 있다는 것은 당신이 장애를 갖고 있다는 것과 같다 (일을 할수
없다.)
8. _____ Recovering from a mental illness is a one-time process, like being cured.
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정신질환으로부터 회복되는 것은 한번의 치료로 끝낼 수 있다.
9. _____ Society’s negative attitudes about people with mental illnesses have little impact on
recovery.
정신질환을 가진 사람들에 대한 사회의 부정적인 태도는 회복하는데 거의 영향을
주지 않는다.
10. _____ Most symptoms of mental illnesses appear in early childhood.
대부분의 정신질환의 증상은 어린시절에 나타난다.
11. _____ People with a serious mental illness, like schizophrenia, can recover and lead normal
lives.
정신분열과 같은 심각한 정신질환을 가진 사람들도 회복하여 평범한 삶을 살수
있다.
12. _____ Research has shown that most people with mental illnesses are a danger to
society.
연구 결과에 따르면 정신질환을 가진 대부분의 사람들은 사회에 위험한
존재들이라고 알려주고 있다.
Note: Adapted from “Evaluating the Effectiveness of a Consumer-Provided Mental Health
Recovery Education Presentation,” by A. Wood and O. Wahl, 2006, Psychiatric Rehabilitation
Journal, 30, p. 46.
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Appendix E
“In Our Own Voice” Attitude Measure
Please rate the extent of your agreement or disagreement with the statements below using the following
scale:
다음의 척도를 사용하여 각각의 문장에 대한 동의 정도를 표현해 주십시오.
Strongly
Disagree
전혀
동의하지
않음
1

Disagree

동의 안 함
2

Somewhat
Disagree
약간
동의하지
않음
3

Unsure
잘
모르겠음
4

Somewhat
Agree

Agree

어느 정도
동의함

동의함

5

6

Strongly
Agree

매우
동의함
7

13. _____ I believe we should do more to help people with mental illnesses get better.
나는 정신질환을 갖고 있는 사람들을 돕기위해 우리가 더 노력해야한다고
생각한다.
14. _____ I am more fearful of people with mental illnesses than people without mental
illnesses.
나는 정신질환을 가지지 않은 사람들보다 정신질환을 가진 사람들이 더 무섭다.
15. _____ I feel that the media does a poor job of realistically depicting people with mental
illnesses.
나는 대중 정보 매체가 정신질환을 가진 사람들을 현실적으로 잘 묘사하지 못
한다고 생각한다.
16. _____ I feel it is unfortunate that society holds negative attitudes towards people with
mental illnesses.
나는 정신질환을 가진 이들에 대한 사회의 부정적인 태도가 안타깝다고 느낀다.
17. _____ I do not feel comfortable discussing the topic of mental illness.
나는 정신질환에 대한 주제를 논의하는 것이 불편하다.
18. _____ I would look forward to attending a presentation about mental illness in the future.
나는 미래에 정신질환에 대한 프레젠테이션에 참석하고싶다.
19. _____ I believe that hope exists for people with mental illnesses.
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나는 정신질환을 가진 사람들에게도 희망이 있다고 생각한다.
20. _____ I do not see much value in learning more about mental illness.
나는 정신질환에 대해 배우는 것이 큰 가치가 없다고 생각한다.
21. _____ I feel I have little in common with people who have mental illnesses.
나는 정신질환을 가진 사람들과 비슷한 점이 하나도 없다.
22. _____ I believe that most people with mental illnesses would be unpleasant to interact with.
나는 정신질환을 가진 대부분의 사람들과 교류하는 것이 불쾌할것이라고
생각한다.
23. _____ I feel that the general public is accepting of people with mental illnesses.
나는 정신질환을 가진 사람들이 사회에서 일반적으로 받아들여지고 있다고
생각한다.
24. _____ I believe that keeping people with mental illnesses in the hospital makes the
community a safer place.
나는 정신질환을 가진 사람들을 병원에 가둬두는 것이 공동 사회를 보호하는
길이라고 생각한다.
Note: Adapted from “Evaluating the Effectiveness of a Consumer-Provided Mental Health
Recovery Education Presentation,” by A. Wood and O. Wahl, 2006, Psychiatric Rehabilitation
Journal, 30, p. 46.
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Appendix F
Social Distance Scale
Please indicate your response to the following questions:
다음의 척도를 사용하여 각각의 문장에 대해 점수를 매겨주십시오.
Definitely unwilling

Probably unwilling

Probably willing

Definitely willing

매우 꺼려짐

꺼려짐

괜찮음

흔쾌히 허락

0

1

2

3

25. ______ How would you feel about renting a room in your home to someone with a mental
disorder?
정신질환자에게 당신의 집에 있는 방을 빌려주시겠습니까?
26. ______ How about as a worker on the same job as someone with a mental disorder?
일자리 동료가 정신질환이 있다면 같이 일할수 있겠습니까?
27. ______ How would you feel having someone with a mental disorder as a neighbor?
당신의 이웃이 정신질환자라면 어떻게 생각 하시겠습니까?
28. ______ How about as the caretaker of your children for a couple of hours?
정신질환자에게 당신의 아이를 몇 시간동안 맡기실수있겠습니까?
29. ______ How about having your children marry someone with a mental disorder?
당신의 자녀가 정신질환자와 결혼한다면 어떻게 생각 하시겠습니까?
30. ______ How would you feel about introducing someone with a mental disorder to a friend?
정신질환자를 친구에게 소개하는 것에 대하여 어떻게 생각하십니까?
31. ______ How would you feel about recommending someone with a mental disorder for a job
working for a friend of yours?
정신질환자를 당신의 친구밑에서 일할수 있도록 추천하는 것에 대해 어떻게
생각하십니까?
Note: Adapted from “The Social Rejection of Former Mental Patients: Understanding Why
Labels Matter,” by B.G. Link, F.T. Cullen, J. Frank, & J.F. Wozniak, 1987, American Journal of
Sociology, 92, p. 1561.
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Appendix G
Attitudes Toward Seeking Professional Help
Read each statement carefully and indicate your degree of agreement using the scale below. In
responding, please be completely candid.
각각의 진술을 주의 깊게 읽고 동의하는 정도를 아래의 척도를 사용하여 표현하십시오.
대답할때, 가능한 한 솔직하게 대답해주십시오.
Disagree

Partly Disagree

Partly Agree

동의하지 않음

부분적으로 동의하지 않음

부분적으로 동의함

0

1

2

Agree
동의함
3

32. _____ If I believed I was having a mental breakdown, my first inclination would be to get
professional attention.
만약 내가 멘탈 (정신적/정신) 붕괴 상태라고 믿는다면, 나의 첫 대처법은 전문적인
도움를 얻는 것입니다.
33. _____ The idea of talking about problems with a psychologist strikes me as a poor way to
get rid of emotional conflicts.
심리학자 에게 나의 정신적인 문제에 대하여 이야기하는 것이 나에게 감정적인
갈등을 제거하는 좋은 방법이 아니라고 생각합니다.
34. _____ If I were experiencing a serious emotional crisis at this point in my life, I would be
confident that I could find relief in psychotherapy.
만약 지금 내가 나의 삶에 대한 심각한 감정적인 고통을 받고 있다면, 심리
상담치료를 통하여 나의 증상이 완화될것이라고 확신합니다.
35. _____ There is something admirable in the attitude of a person who is willing to cope with
his or her conflicts and fears without resorting to professional help.
전문적인 도움없이 개인의 두려움이나 갈등을 본인이 알아서 해결하려고 하는
사람의 태도가 멋있다고 생각합니다.
36. _____ I would want to get psychological help if I were worried or upset for a long period
of time.
만약 내가 장기간 동안 걱정 또는 슬픔에 잠겨 있는 중이라면, 나는 정신적인
도움을 구할의향이 있습니다.
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37. _____ I might want to have psychological counseling in the future.
나는 미래에 정신 상담을 받아 보고 싶어할수도 있습니다.
38. _____ A person with an emotional problem is not likely to solve it alone; he or she is likely
to solve it with professional help.
감정적 문제를 가지고 있는 사람들은 아마도 그것을 혼자 해결할 수 없을 것이며
아마도 전문적인 도움을 통하여 그 문제를 해결할 것입니다.
39. _____ Considering the time and expense involved in psychotherapy, it would have doubtful
value for a person like me.
심리치료와 관련된 시간과 비용을 고려했을 때, 그 만큼의 가치가 없을거라고
생각합니다.
40. _____ A person should work out his or her own problems; getting psychological counseling
would be a last resort.
개인의 문제는 스스로 해결해야 하며, 심리치료 상담을 받는 것은 마지막
방법이라고 생각합니다.
41. _____ Personal and emotional troubles, like many things, tend to work out by themselves.
개인적이고 심리적인 문제들은 언젠가는 저절로 해결된다고 생각합니다.
Note: Adapted from “Attitudes Toward Seeking Psychological Help: A Shortened Form and
Considerations for Research,” by E. Fischer & A. Farina, 1995, Journal of College Student
Development, 36, p. 369.
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Appendix I
Demographic form
인구통계학적 설문
1. 나이: ____________
Age:
2. 성별 (원을 그려주세요):
Sex (please circle):

남 (M)

여 (F)

다른 (Other)

3. 소득: __________________
Annual income:
4. 최종 학력: ___________________
Highest level of education completed:
5. 출생지 나라: _____________________________
Country of birth:
6. 미국에 체류한 개월 수 또는 연 수: _______ 년 (years) ________ 개월 (months)
# of months or years in US:
7. 영어말을 하신지 얼마나 되셨읍니까? : _______ 년 (years) ________ 개월 (months)
How long have you been speaking English?:
8. 영어 숙달 정도를 측정하세요 (원을 그려주세요) :
English Proficiency as determined (please circle):
초급
Beginner
1

중급
Intermediate
2

고급
Advanced
3

이중 언어 사용자
Bilingual
4

9. 정신건강에 대한 경험과 지식 (원을 그려주세요):
Knowledge about mental health (please circle):
전혀 없거나
아주 조금
Little to
No exposure
1

약간 알고 있음
Somewhat
Knowledgeable
2

많이 알고 있
Knowledgeable
3

아주 잘
알고있음
Very
Knowledgeable
4
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Appendix J
Debrief Statement
연구에 대한 부연 설명

This study tested for attitude change over time toward mental health. The presentation is a
program by the National Alliance on Mental Illness (NAMI) called In Our Own Voice (IOOV).
IOOV provides information on mental health. It encourages people with a mental illness to share
their success stories. At the same time, the audience learns about mental health disorders from
live presenters. The goal is to improve negative attitudes and beliefs about mental health. This is
the first time that this program is used with a Korean American audience. In this study,
participants were divided into two groups. One group received an older version of the In Our
Own Voice presentation. The other group received an updated version of the In Our Own Voice
presentation. The updated version has not yet been released for circulation. Your feedback will
be used to edit the final version of the updated IOOV program.
본 연구는 정신 건강에 대한 사고방식의 변화를 일으킬수 있는지 알아보기 위한
실험입니다. 프레젠테이션은 국립정신질환협회(National Alliance on Mental
Illness)에서 개발한 ‘우리들의 목소리로(In Our Own Voice, IOOV)’라는 이름의
프로그램입니다. IOOV 는 정신질환을 가진 사람들의 성공 이야기를 함께 나눌 수
있도록 장려합니다. 동시에, 관중들은 발표자들로부터 정신 건강 장애에 대한 학습을
하게 됩니다. 프로그램의 목적은 정신 질환에 대한 부정적인 태도와 인식을 개선하는
것입니다. 본 연구는 처음으로 한국계 미국인 관중들에게 이 프로그램을 소개합니다. 이
연구의 참가자들은 두 개의 집단으로 나누어집니다. 한 집단은 IOOV 의 예전에 썼던
프로그램으로 교육을 받게 되고, 나머지 집단은 요즘에 변경된 IOOV 프로그램으로
교육이 진행됩니다. 변경된 프로그램은 아직 배포되지 않은 상태입니다. 배포를 위해
참가자들의 의견들은 IOOV 최종 프로그램을 만드는데 사용될 것입니다.
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Appendix K
Program Evaluation
토론 질문
1. If you had a mental illness, how do you think others (e.g., friends, family, neighbors,
coworkers) will think or act toward you?
당신이 정신 질환을 앓고 있다면, 당신 주변의 사람들 (예를들어 친구, 가족, 이웃,
동료 등)이 당신에 대해 어떻게 생각할 것이라고 생각합니까?
2. How has the presentation changed your knowledge and attitude toward mental health?
이 프리젠테이션이 정신건강에 대한 당신의 지식이나 태도를 얼마나 바꾸었습니까?
3. What were weaknesses of the program? What do you wish were different about the
presentation?
본 프로그램에서 부족했던 점은 무엇이라고 생각합니까? 발표에서 개선되어야
한다고 느낀 것이 있다면 무엇입니까?
4. What part of the presentation had the strongest impact on you?
발표의 어떤 부분이 가장 당신에게 깊은 인상을 주었습니까?
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Appendix L
Permissions

Alice Lim <alim@antioch.edu>

Permission
Julie Erickson <jerickson@nami.org>

Wed, Jul 19, 2017 at 10:27
AM

To: Alice Lim <alim@antioch.edu>
Oops, sorry for delay! Yes, that’s fine. I created another updated version of that doc (see attached)
but at the time of the pilot I was probably working with the version I sent you. I don’t have it
posted anywhere so there’s probably no better way to cite it. Thanks! Julie
From: Alice Lim [mailto:alim@antioch.edu]
Sent: Tuesday, July 18, 2017 8:36 PM
To: Julie Erickson <jerickson@nami.org>
Subject: Permission

Hi Julie,
I'm following up with my request for NAMI's permission to reuse the figure of the
IOOV structure. It will appear as it does on page 15 in my dissertation. I indicated
that I received it through NAMI's records (I had received it as an attachment from
you). If there is a better citation, please let me know!
My dissertation will appear in these places
a. Proquest Dissertations and Theses Database and that Proquest is a Print on Demand
Publisher http://www.proquest.com/products-services/pqdt.html
b. Ohiolink Electronic Theses and Dissertations Center and that Ohiolink ETD Center is an open
access archivehttps://etd.ohiolink.edu/
c. AURA: Antioch University Repository and Archive and that AURA is an open access
archive. http://aura.antioch.edu/

An email consent can suffice. My deadline to obtain permission is next week so
wanted to make sure you've received this! Thanks so much, Alice
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Alice Lim <alim@antioch.edu>

Permission
Amy Wood Howard <awoodhoward@hotmail.com>

Fri, Jul 14, 2017 at
3:58 PM

To: Alice Lim <alim@antioch.edu>
Congratulations! Yes, you have permission to use what you need.
Best of luck.
Sent from my iPhone
On Jul 14, 2017, at 3:07 PM, Alice Lim <alim@antioch.edu> wrote:
Hi Amy,
I finished my dissertation and passed my defense! I had mixed significant findings across
the measures - wish they had all been significantly positive! I might be doing some follow
up studies with NAMI and look forward to the opportunity!
I'm emailing you to request your permission to reuse your IOOV-specific knowledge and
attitudes measures in my dissertation, as well as the table of means that you have included
in your Wood & Wahl 2006 paper. My dissertation will appear in these places:
a. Proquest Dissertations and Theses Database and that Proquest is a Print on
Demand Publisher http://www.proquest.com/products-services/pqdt.html
b. Ohiolink Electronic Theses and Dissertations Center and that Ohiolink ETD
Center is an open access archivehttps://etd.ohiolink.edu/
c. AURA: Antioch University Repository and Archive and that AURA is an open
access archive. http://aura.antioch.edu/
I am attaching a copy of the material as they will appear in my dissertation.
Thanks so much,
Alice
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Alice Lim <alim@antioch.edu>

Permission
Wahl, Otto <owahl@hartford.edu>
To: Alice Lim <alim@antioch.edu>

Thu, Jul 20, 2017 at 2:18 PM

Alice,
Amy developed the measure. So it is mainly her permission that you need. But
you have my permission as well to reuse or adapt the measures used.
OW
From: Alice Lim [alim@antioch.edu]
Sent: Thursday, July 20, 2017 12:40 PM
To: Wahl, Otto
Subject: Permission
[Quoted text hidden]
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University of Chicago Press
Permissions Department 1427 East 60th Street C hicago, IL 60637 P hone: 773 -702-6096 / Fax: 773-702-9756

Permission Grant
Date: August 01, 2017
Grant Number: 110375
Request Date: 07/17/2017
Reference Number: 00495310845
Dear Requestor:
Thank you for your request for permission to use material from the publications(s) of the University of Chicago Press. Permission is
granted for use as stated below. Unless specifically granted below, this permission does not allow the use of our material in any
other edition or by any additional means of reproduction including (by way of example) motion pictures, sound tapes, and
phonograph records; nor does this permission cover book clubs, translations, abridgment, or selections which may be made of the
publication. No subsequent use may be made without additional approval. This permission is subject to the following terms:
1) On each copy of the selection full credit must be given to the book or journal, to the author (as well as to the series, editor, or
translator, if any), and to the University of Chicago as publisher. In addition, the acknowledgement must include the identical
copyright notice as it appears in our publication.
2) This permission does not apply to any part of the selection which is independently copyrighted or which bears a separate source
notation. The responsibility for determining the source of the material rests with the prospective publisher of the quoted material.
3) This permission grant for the materials listed on the invoice below is provided GRATIS.
4) This Permission covers publication of one edition of the work up to 500 copies.
5) Permission granted is non-exclusive and, unless otherwise stated, is valid THROUGHOUT THE WORLD IN THE ENGLISH AND
KOREAN LANGUAGE ONLY.
6) Author approval is not required.
7) Permission is granted GRATIS.
8) This permission is void if more than 10% of your forthcoming work, exclusive of index and bibliography, is composed of University
of Chicago Press material. rence ISBN

Reference: 00495310845
ISBN:1132
Materials: VARIOUS, AMERICAN JOURNAL SOCIOLOGY Excerpt (237 words; Social Distance Measure), Link et
al., "The Social Rejection of Former Mental Patients"92:6 (May 1987): 1461
ExtPrice: $0.00
Order Total: $0.00
Handling: $0.00
Tax: $0.00
Sub Total: $0.00
Payments: $0.00
Balance Due: $0.00

For Use In:
Dissertation by PsyD candidate Alice Lim, to be submitted to Antioch University New England in 2017.

Approved By: _____________________________________________, Rights and Permissions
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